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New Case Finding in Tuberculosis’ 


Methods Used in the Rural Province of Saskatchewan 


HARVEY C. BOUGHTON, M.D. 
Medical Superintendent 
Saskatoon Sanatorium, Saskatchewan 


ASKATCHEWAN is essentially a rural province. The largest com- 
S munity has only some 53,000 people and 70 per cent. of the population 

live outside cities and towns. The density of population is 3.87 persons 
per square mile, the relative figure in Ontario being 9.45. 

The plan which has been used in Saskatchewan to find new cases of 
tuberculosis attempts to cover every phase of investigation and every type of 
tuberculosis. With the exception of the Department of Public Health, the 
Tuberculosis League is the sole organization giving attention to the disease. 
This centralization removes all mixed motives, for every enquiry regarding 
the tuberculosis suspect comes under one or other division of the League’s 
activities. Since there is a free exchange of information and records between 
the various units of the organization, overlapping and duplication of investiga- 
tion are eliminated. The scheme has never been a rigid one, but has changed 
as occasion demanded. For example, at first we had no travelling consultants 
and later we had as many as three; ‘but conditions have so changed that this 
method of investigation is not now so useful, and at present there is only one 
travelling consultant in the field. At first we had few clinics, but gradually 
they have been increased so that now, outside of the sanatoria, we have eight 
clinics serving the largest possible number of people. When our clinics were 
first opened we took chest films of those patients who upon examination pre- 
sented sufficient grounds for a suspicion of tuberculosis. The patients paid 
for these films. Since 1931 all contacts, suspects, and ex-patients have had 
x-ray films at our clinics and more recently the League has assumed the cost of 
this x-ray work. 
 ©Presented at the Thirty-sixth Annual Meeting of the Canadian Tuberculosis Associa- 
tion, Vancouver, B.C., June, 1936. 
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As is well known, diagnostic and treatment services for tuberculosis in 
Saskatchewan are free of direct charge. Undoubtedly the removal of the 
financial burden in 1929 has been a great factor jin encouraging people to be 
examined and to take necessary treatment. The wisdom of free treatment is 
best exemplified in that doctors are ‘now able successfully to urge a larger 
number of patients with early disease to seek treatment. In 1928 only 14.3 
per cent. came with early disease, but in )1931, after two years of free treat- 
ment, the figure was 26 per cent., and in 1935 it was 43 per cent. These figures 
are corrected to show only new cases on their first admission for treatment. 

Another basic point is that our plans always include the doctors in private 
practice. The referred patient still belongs to the doctor, and reports go to 
that doctor. These are made verbally, by telephone or by letter for every 
diagnostic examination and for every treated patient at least on admission and 
discharge. We have the co-operation of physicians and believe that their co- 
operation is one of the reasons why extension of tuberculosis work in Saskatche- 
wan has met with little or no opposition. It is more than theory to say that 
this co-operation of, and with, doctors provides allies sponsoring tuberculosis 
work in every community. 

Red tape does not exist. There is a minimum of regulations to be met in 
getting a patient in touch with diagnostic or treatment agencies. The statute 
lays down that patients must be referred by written application, and in the end 
this law of reference is adhered to except in regard to contacts. But no patient 
being referred by telephone message or any other apparently authentic com- 
munication has his examination or admission for treatment deferred. The 
application for examination is taken as an application for treatment if such is 
indicated. For this reason few patients return home after tuberculosis has 
been diagnosed. If accommodation is not immediately available in the sana- 
torium, beds are secured in an adjacent hospital and the patients are under the 
League’s financing and medical attention. There is, therefore, no waiting list. 

In the discovery of new cases of tuberculosis we rely mainly on the adequate 
provisions made for the examination of referred suspects. Diagnostic clinics, 
staffed by League physicians, are held daily at three sanatoria; twice a week in 
Regina ; once a week in Moose Jaw; and once a month in Swift Current, North 
Battleford, Melfort, Tisdale, Canora and Yorkton. Geographically these 
facilities are not evenly distributed, but when accessibility is considered it will 
be seen that provision has been made for practically every community. There 
are, for instance, no outside clinics in relation to the Saskatoon Sanatorium, but 
every part of that institutional zone has direct railway connection with its centre. 
As mentioned above, these clinics are available to patients suspected of tuber- 
culosis who are referred by their doctors. The “Law of Reference” makes it 
easy to eliminate those who have no real symptoms of tuberculosis, but who 
nevertheless would like to “go through the clinic’. The head of each clinic, 
however, uses some discretion as to whom he may refuse, and usually examines 
any contacts who ask for appointments. A patient having come a distance and 
presenting symptoms of tuberculosis would not be refused examination, but 
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the clinician would first telephone the patient’s local physician intimating the 
circumstances of the case. 


Examination of Contacts of Primary Cases 


The next link in our chain to bring to light cases of tuberculosis is the 
examination of contacts of primary cases. Active tuberculosis is found in 6.06 
per cent. of contacts. The examination of such persons results in more than 
25 per cent. of our sanatorium patients being contacts to other cases of which 
the League has knowledge. It would seem that intensive attention to tuber- 
culous families would be the means of considerably increasing, but ultimately 
reducing, the number of persons requiring sanatorium care. 

Contact examinations are made in several ways. Those near the sanatorium 
or other of our clinics are asked to report for examination. Contacts living in 
more remote areas are examined by the family doctor, who is paid for his 
services by the Christmas Seal Preventive Fund. About 25 per cent. of all 
contacts are examined by this method. For such examinations the doctor is 
sent a form on which to record his examination findings and recommendations. 
In the Saskatoon area we began sending out tuberculin when asking for a 
contact examination, and in recent months this practice has been extended to 
the whole province. It is probably too soon to say anything about the results, 
but obviously it gives an opportunity to the family doctor to rule out at once 
a certain percentage of contacts—to immediately make them non-suspects. 
This rules out tuberculosis in a number of cases where there are suspicious 
findings, which, with the history of contact, would tend to make a diagnosis. 
The absence of a tuberculin reaction turns the tide another way. Such cases 
are not referred to the diagnostic clinics, and unnecessary work for our physi- 
cians is thereby eliminated. Where the family physician’s contact examination 
and report seem to indicate tuberculosis, where the tuberculin reaction is 
positive, where the suspect is a long distance from clinic or sanatorium, and 
where the doctor is taking good x-ray films, we sometimes request him to make, 
and send to us for interpretation, a single film of the chest. The expense is 
met by the Christmas Seal Preventive Fund. 

In the city of Saskatoon the health officer, with the consent of the family 
physician, assumes responsibility for contact examinations. He now does 
tuberculin tests and refers for examination at the sanatorium clinic only the 
positive reactors. (Incidentally, the health departments of communities where 
we have a diagnostic clinic use our clinic for their tuberculosis purposes; in 
fact in Regina and Moose Jaw we do our clinic work under the auspices of the 
local health departments. ) 

Contacts have been examined by the one, two or three travelling consultants 
who have called on doctors during the summer months. These contacts were 
usually those who had already been examined by the family physician and 
suspected of tuberculosis, but who had not yet managed to have further exam- 
ination at a clinic or sanatorium. Sometimes they were contacts who had 
already been thoroughly investigated, but regarding whom follow-up informa- 
tion was considered necessary. However, as tuberculin-positive contacts to 
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open tuberculosis, especially children or young adults, should not be dismissed 
without an x-ray film of the chest, the travelling consultant cannot complete an 
investigation in every case, and must send the patient on to the clinic or sana- 
torium where x-ray films can be taken. 


Interpretation of X-Rays 


Another service is our offer to interpret the x-ray films of conditions 
suspected of being tuberculous. The increasing number of films being sent for 
interpretation indicates the value of this assistance; and from our standpoint 
the continued improvement in the technical quality of the films enables our 
interpretations to be more reliable. 

It has already been intimated that the travelling consultants seem to have 
served their period of greatest usefulness. Formerly they called on the prac- 
tising physicians by appointment, examining suspects, contacts, interpreting 
films and in fact making a consultative and friendly visit with the physician. 
At present the sole travelling consultant has as his primary objective the demon- 
stration of tuberculin testing, but he has been allocated to the southern part of 
the province so that help may be given to that community where the depression 
makes a consultation service imperative. How long this service should be 
continued, or, more particularly, the type of work to which the travelling con- 
sultant might best give his attention, is being debated. 


Use of Tuberculin 


At the Saskatoon Sanatorium tuberculin has been used for a number of 
years, both in the ordinary examination of suspects and also in the investigation 
of contacts. This applied at first only to the patient who lived in the city, and 
who could report back to the sanatorium or to his physician for interpretation 
of the reaction. Later the practice was extended to country patients. The 
intention is that the doctor should always interpret the tuberculin reaction. 
Tuberculin testing is a new procedure for many practitioners, but is a matter 
in which the physician readily gains experience. Moreover, the sending of the 
patient back to his physician preserves a proper relation between patient and 
physician, maintains that clinic examinations are consultations, and diminishes 
a prevalent tendency to evade the practitioner in favour of direct contact with 
the clinic and consultant. At the Saskatoon Sanatorium, where tuberculin 
testing has been almost routine for five or six years, it is interesting to note that 
of patients selected by physicians in 1934 and sent to the sanatorium diagnostic 
clinic 46 per cent. were tuberculin positive. The figure for 1935 was 54 per cent. 

As a result of the tuberculin testing many doctors began using tuberculin 
to rule out suspects, thereby reducing the number of cases referred to the 
sanatorium for opinion. Some of these doctors possess x-ray apparatus and 
send films for interpretation. Tuberculin, films and sputum examinations make 
a very valuable triad in tuberculosis work. The use of these adds to the prestige 
of the local doctor, saves railroad fares and gasoline bills for patients and 
relieves the sanatorium of the cost of unnecessary examinations and consequent 
waste of time. 
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Sputum Examinations 


Sputum examinations have been encouraged, for in certain cases the 
diagnosis of tuberculosis may be made without any other examination. Not 
only have we asked for sputum examinations, but in instances where we 
surmised that sputum should be examined we have sent the containers. We 
distribute containers not only to doctors and hospitals, but to anyone who 
applies. In the latter case the name of the doctor must be submitted with the 
specimen, and the report of the examination goes to the doctor. The number 
of specimens sent to the Saskatoon Sanatorium for examination has doubled in 
the past five years. Diagnosis by the finding of tubercle bacilli is by far the 
most economical measure in any tuberculosis program. 


Municipal and School Surveys 


We have also tried to make municipal and school surveys a means of 
discovering tuberculosis over a large area. These surveys were begun partly 
because of local requests, and also because we suspected there was an abnormal 
amount of tuberculosis in certain communities. Municipalities having a high 
tuberculosis morbidity, but more particularly a high mortality rate, might be 
suspected of having much concealed disease. Local physicians, municipal and 
school officials, school teachers and parents co-operated in these surveys. They 
were essentially tuberculin surveys, with information gathered about contact 
and x-ray films taken of the positive reactors. Although a number of adults 
of all ages were tuberculin-tested, yet the findings in school children were taken 
as the index of the tuberculosis state of the community in question. These 
surveys have been very informative in regard to the tuberculin sensitiveness of 
the respective communities, but taking into account every race (except Indians), 
both rural and urban populations, the percentage of reactors is less than 20 per 
cent. Figures have been published elsewhere showing the very great decrease 
of tuberculin sensitiveness in the past fifteen years. The surveys discovered 
less than one active case of tuberculosis per thousand persons examined, so 
that they were not valuable from a case-finding standpoint and are not being 
continued. If, however, a school child or teacher is discovered to have an open 
lesion the League intends to investigate all the children in the room from 
which the germ spreader came, this being irrespective of the regular family 
contact work. Surveys are valuable, however, in making communities tuber- 
culosis-minded, a condition which cannot be set down mathematically. 


Examination of Normal School Students 


Normal-school students have been examined for a number of years, the 
object being not only to find new cases of tuberculosis but also to ensure that 
the new teachers are free of the disease. Histories have always been taken of 
the students. Originally all students were filmed and examined. At the Saska- 
toon School tuberculin tests have been in use from the beginning. They were 
not done from a diagnostic standpoint, but rather to gather epidemiological 
information. (Since 1934 tuberculin has been used in all of the Normal 
schools.) In the 1935 investigations at the Saskatoon Normal School, although 
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histories were taken of all students, and tuberculin tests made on all, yet only 
the reactors were filmed. A recently compiled report shows that of these 
students 18.6 per cent. were reactors. Over the whole period of Normal-school 
investigations less than two lesion cases have been discovered per thousand 
examined. Just as important is the satisfaction to everyone to know that new 
teachers are free of tuberculosis. Doubtless it is ultimately still more important 
to have given instruction in tuberculosis to the 700 or 800 new teachers who 
are trained, each year. 


Examination of Nurses 


About the time some of our staff began to fear we were coming to the end 
of our resources in finding early cases, the Saskatchewan Hospital Association 
asked for suggestions about the prevention of tuberculosis in their staffs, 
particularly in nurses. The larger hospitals had been referring their suspect 
nurses to our clinics and consultants, and more recently some of the hospital 
nursing-schools had their nurses-in-training regularly examined. This valuable 
procedure was suggested to all hospitals, as necessary not only for nurses but 
for the whole staff. We have found as much tuberculosis among nurses as we 
have found in a like number of contacts. Actually, nurses are contacts, for 
infectious tuberculosis turns up most unexpectedly in general hospitals, and 
very often after a period in which no precautions have been taken against the 
infection of attendants. The request of the Hospital Association gave an oppor- 
tunity to advise that all patients having sputum should have the sputum 
examined for tubercle bacilli. It was recommended that this be made not a 
doctor’s order but a hospital rule, and that the examinations be done without 
a charge being made against the patient. The impediment in the way of such 
a regulation is that general hospitals charge the patients for the examination 
of sputum, and any move to increase such charges is not popular with patients 
in these times. To facilitate the establishment of this rule and to relieve 
hospital laboratories of undue pressure, the Saskatoon Sanatorium has offered 
to examine free of charge all the sputum specimens originating in local hospitals. 
It is difficult to say how much tuberculosis will be unearthed from this measure, 
but there has already been a glaring instance where a patient with an acute 
abdominal condition, but also advanced, infectious, terminal pulmonary tuber- 
culosis, spent two months in a general hospital during which time no precautions 
were taken to protect nurses, orderlies and internes. This tuberculosis remained 
undiscovered until insistence was made upon thorough examination of the 
sputum. 


Christmas Seal Campaign 


The Christmas Seal Campaign has not been stressed as this is common to 
all the provinces. However, nearly all of the investigation work done outside 
of the sanatoria is linked up with that fund. The annual campaign for the sale 
of seals does not, in itself, discover new cases of tuberculosis, but it does keep 
the community tuberculosis-minded, and the annually recurring education of 
the general public is undoubtedly a great, although to what extent unknown, 
factor in impelling people to consult their physicians. 








The Mouse Protection Test 
in the Standardization of 


Antimeningococcus Serum 


GEOFFREY RAKE, M.B., B.S. 
Connaught Laboratories, University of Toronto 


N 1933 Miller(1) described a method of enhancing the virulence of mening- 
I ococci in the mouse by the use of suspensions of mucin. This observation 
was soon confirmed and the method applied to the titration both of the 
virulence of cultures and of the protective antibody content of sera (2). In 
further notes both Miller (3) and Rake (4) reported in more detail the pro- 
tective action of various antimeningococcal sera and outlined methods of 
carrying out the test. Subsequently Cohen (5) and Mishulow, Melman and 
Sklarsky (6) have reported the titration of the protective antibodies of anti- 
meningococcus horse serum by this technique and Miller and Castles (7) have 
given fuller details of the protection test with both rabbit antisera and com- 
mercial therapeutic antisera. 

Certain facts have been noted by several or all of these observers. All 
agree that some degree of protection can be obtained by antimeningococcus 
serum, whether it is horse (3, 4, 5, 6, 7), rabbit (3, 7) or human (2). All report 
no protection with normal sera (or fail to mention the use of normal serum) 
and here again horse (4, 5, 6, 7), rabbit (7) and human sera (2) were tested. 
It should be mentioned, however, that Branham (8) using a different technique, 
without mucin suspensions, obtained protection with some normal horse sera.* 

The reports have dealt mainly with type I or I-III strains of meningococci 
and the corresponding type antisera or polyvalent antisera. Two authors 
(5, 7) report definitely lower titres of protective antibodies with type II strains 
and the corresponding antibody components. 

For the rest there has been considerable variation in the methods em- 
ployed with regard to the virulence of the culture employed, the doses of 
serum and culture used, and the method of administration of serum and 
culture. The methods of Miller (3, 7) and Rake (2, 4) have been closest in 
agreement. Mishulow, Melman and Sklarsky (6) have suggested a protective 
antibody unit but it is felt that the cultures which they employed were of too 
low virulence to render the adoption of their technique advisable. They used 
from 50 to 100 million organisms to obtain 80 to 100 per cent. mortality. Both 
Miller (7) and the present author have used strains of such virulence that 
between 2 and 10 organisms will kill regularly over 50 per cent. susceptible 
mice inoculated with this dose intraperitoneally. 

The method has in our hands proved sufficiently satisfactory to render 


*Dr. Parish of the Wellcome Physiological Research Laboratories, in a recent private 
communication, has informed me of certain inconsistencies which the protection test has 
shown in their hands. These inconsistencies are being further investigated by Dr. Parish. 
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opportune the development of a standard method of performing the protection 
test, to work out a standard antibody unit similar to that adopted for anti- 
pneumococcus serum, and to apply the method evolved to the routine testing 
of the sera of horses employed in the production of antimeningococcus serum. 


This has been done and a brief outline of the technique and results are pre- 
sented here. 


MATERIAL AND TECHNIQUE 


Only cultures of maximum virulence have been used. Four such cultures (two type I-III 
and two type II) are commonly employed and these cultures are of such virulence that from 
2 to 10 organisms when suspended in mucin will kill a 15-20 gram mouse within 4 days. These 
strains have been maintained at high virulence since first isolation (in the case of one strain, 
over 28 months) by frequent mouse passage—at least once a week, or by the freezing and 
drying of fully virulent subcultures. The strains have all the biological characteristics of 
freshly-isolated cultures and produce abundant type specific polysaccharide. 

The mucin used is special granular mucin 1701 W (Wilson). In brief the preparation is 
as follows: 12 grams of finely ground mucin are mixed carefully with 200 cc. of distilled water 
to form an even suspension without lumps. This suspension is sterilized at 15 pounds steam 
pressure (121°C.) for 20 minutes. To the suspension is then added 4 cc. of 50 per cent. dextrose 
solution previously sterilized at 12 pounds for 25 minutes and 13 cc. of 10 per cent. KZHPO, 
solution previously sterilized at 15 pounds for 20 minutes. The pH is determined and should 
be 7.2 or 7.3. If it is not, it is carefully adjusted with sterile buffer solution to the required pH. 
The final mixture is tested for toxicity by the injection of 1.5 cc. intraperitoneally into each 
of two mice, and for sterility. 

The subculture to be used is obtained preferably direct from the heart's blood or peritoneal 
exudate of a mouse sacrificed im extremts following a massive inoculation of the required strain 
in mucin 16 hours previously. Second or third subcultures from the mouse may be used, 
but subsequent ones are avoided because of occasional slight loss of virulence. Pneumococcus 
agar containing 4 per cent. sheep’s blood (9) is used. The plates are freshly poured, moist, 
and warmed to 37°C. at the time of planting. As soon as good growth appears (about 4 to 6 
hours) the culture is washed off the plate with plain broth and standardized to 2,000,000,000 
organisms to the cc. with a Gatesturbidometer. A dilution of 5 X10~? (7.e., about 10 organisms) 
will kill over 50 per cent. of the control mice. Asa standard dose against which the unknown 
serum is tested, 1 cc. of a dilution of 5X10~‘ (z.e., 100,000 m.l.d.) has proved the optimum. 
Accordingly dilutions from the standard are made in pneumococcus broth to 5X10- and 
then decimal dilutions are made in the mucin suspension. 

It has been found that serum gives the same protection when inoculated up to 1 hour 
before or 1 hour after the infecting dose. In practice it has proved most convenient to inoculate 
the serum dilutions 20 to 30 minutes before the test dose of organisms. If the serum diluted 
in normal saline is given only a few minutes before the mucin we have sometimes noticed 
failure of the mucin dose to infect, probably due to the dilution of the mucin. That is never 
seen with the method now employed. In practice every step is worked by theclock. Injection 
of the serum dilutions, made up to 1/2 cc. with saline, is begun as soon as the culture is found 
to show satisfactory growth of pure culture. Three minutes later the culture is washed off 
and the dilutions madeas described. This occupies between 13 and 16 minutes. The infecting 
dose in mucin is then given to the mice, beginning with those which received serum first. 
Finally, control mice, receiving doses of 5X10-’, 5X10-* and 5X10~°, are inoculated. The 
whole test occupies approximately 25 to 35 minutes. 

Only one inbred stock of mice, the Swiss albino, has been used for all the tests, the weight 
selected being 15 to 20 grams. Intercurrent infections have not been seen in these mice in 
any tests so far carried out, and the breeding colony is free from infection. These mice give 
highly consistent results. In the tests so far carried out and described in this communication 
only small numbers of mice have been used for each dilution tested, 7.e., 5 or even 3. It is 
realized that for the titration of serum to be released for therapeusis at a given unitage these 
numbers are too small, but it is believed that with an inbred stock of susceptible mice such 
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as we have available, 10 mice at each dilution will be ample to give significant results. Asa 


means of following the response of horses to a series of inoculations 5 or even 3 mice have 
proved satisfactory. 


RESULTS 


For the standardization and comparison of.sera in this laboratory the 
unit has been defined as that amount of serum which will protect over 50 
per cent. of mice against 100,000 minimal lethal doses of a culture of 
maximum virulence. Table I shows the results obtained in one test. 


TABLE I 


STANDARDIZATION OF Two TyPeE I ANTIMENINGOCOCCAL SERA 











Controls 
Serum 633 Serum 634 without serum 
1/350 cc. *2/5 1/350 cc. 0/5 5X10-7 3/3 
1/700 cc. 1/5 1/700 cc. 0/5 5X10-8 3/3 
1/1400 cc. 4/5 1/1400 cc. 2/5 5X10-9 3/3 
1/2100 ce. 4/5 





Serum dilutions made up to 0.5 cc. with normal saline. 
Test dose of meningococci 5X10-‘ ‘‘520” type I-III. 
*2/5 =2 out of 5 mice died within 5 days. 


Serum 633 is said to have 700 units type I protective antibody and serum 
634, 1400 units type I. Tests of horses, at present on the production of anti- 
meningococcus serum and followed for 7 months, have given titres for type I 
ranging up to 1400 units. With type II such high figures have not as yet 
been obtained and the highest to date has been only 80 units (see table II). 
Difficulty in obtaining protective sera of high titre against type II cultures 
has been experienced by us before over a period of 6 years and is noted by 
Miller (7) and Cohen (5). Where monovalent sera have been prepared, the 
protective antibodies appear to be strictly type-specific during the early 
months of immunization. Whether prolonged immunization will cause some 
loss of specificity, as might be expected, remains to be demonstrated. 


TABLE II 


STANDARDIZATION OF THREE TYPE II ANTIMENINGOCOCCAL SERA 








Controls 
Serum 575 Serum 634 Serum 691 || without serum 
Reena ee ee i| 
1/50 cc. | 0/3 || 1/40 cc. | 0/3 || 1/25 cc. | 0/3 || 5X10-7 3/3 
1/100 ce, | 2/3 |) 1/80 cc. | 1/3 || 1/50 cc. | 2/3 || 5X10-* 3/3 
1/200 cc. | 2/3 || 1/160 cc. | 3/3 || 1/100 cc. | 3/3 || 5X10-* 3/3 
1/300 ce. | 3/3 || | 1/200 ce. | 3/3 |! 


Serum dilutions made up to 0.5 cc. with normal saline. 
Test dose of meningococci 5 X10—‘ ‘‘Herrington” type II. 


In confirmation of previous reports no protection has been obtained with 
normal horse serum or sera from horses on the production of scarlet fever 
antitoxin or pneumococcus antiserum. Repeated tests of over 30 horses have 
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convinced us of this fact and a normal serum control is no longer included 
in the test. Table III shows that out of 427 mice given serum dilutions 
varying between undiluted and 1/640 in 1/2 cc. amounts, 413 died. The test 
doses of organisms varied between 10 and 10,000 m.l.d. It was clear from 
the distribution of the mice which survived that such survival was only a 
chance phenomenon and that none of the sera gave any protection. 


TABLE III 
ABSENCE OF PROTECTIVE ANTIBODIES IN NORMAL HorsE SERUM 


| 


Serum dilution | Deaths | Serum dilition 


Deaths 


undiluted c 71/78 | 1/40 48/48 
2/5 | 134/138 1/160 17/18 
1/5 26/27 | 1/320 | 9/2 
1/10 | 3/84 | 1/640 | 12/12 
1/12.5 | 20/20 | 


*71 mice out of 78 tested at this dilution in various tests, died. 


Correlation of the potency of the meningococcus antisera as determined 
by the above described method in terms of antibody units is being made with 
the agglutinin content, the water insoluble protein content and the content 
of immune nitrogen in milligrams per cc. precipitable from the serum by 
purified type specific polysaccharide (10). There appears to be little if any 
relation between agglutinin content and protective antibody content, save for 
the fact that high protective titre was not found when the agglutinin titre 
was low. Mishulow (6) reports similar observations. There does appear to 
be some rough correlation between the protective antibody titre in units and 
the amount of water insoluble protein in a given serum but the two do not 
always run parallel. Finally the few tests so far carried out suggest that there 
is the greatest correlation of all between the protective antibodies in units 
and the immune nitrogen precipitable by type specific polysaccharide in 
milligrams per cc. of serum.f 

It has been our experience during the period over which this method has 
been used that the results obtained are fully as reproducible as those obtained 
in the pneumococcus protection test. The method has been applied to the 
following of different fractions during the concentration of antimeningococcus 
serum. The results thus obtained have been in agreement with the distribu- 
tion of the antibody to be expected on the basis of previous work using the 
specific polysaccharide and estimating the immune nitrogen present in each 
cc. of serum fraction (10). 


SUMMARY 


A method of carrying out the titration of protective antibodies in anti- 
meningococcus horse serum is described which utilizes Miller’s mucin technique 


+My thanks are due to Dr. Siebenmann for carrying out these estimations. The purified 
polysaccharide used (SI) was prepared at the Rockefeller Institute by Scherp and Rake (11). 
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for the enhancement of the virulence of meningococcus strains. A standard 
protective antibody unit is suggested, namely that amount of serum which 
will protect against 100,000 m.l.d. of a fully virulent strain. Using this 
method high values have been obtained for type I antibodies, but values for 
type II have been considerably lower. No protection has been obtained with 
normal horse serum or serum from horses vaccinated against other organisms 
or their products. There is little correlation between the protective antibody 
titre and the agglutinin titre of a given serum, but good correlation between 
the protective titre and the immune nitrogen in milligrams per cc. of serum 
as far as this has been tested. 
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Nurses and Nursing 


ELIZABETH L. SMELLIE, C.B.E., REeG.N. 
Chief Superintendent, Victorian Order of Nurses for Canada, Ottawa 


PART from postgraduate study or experience, the evolution of the public 
A health nurse is dependent upon certain factors and influences associated 
with her professional training in hospital. Consequently, in discussing 
her in relation to her work, we must necessarily review her preparation because 
her ultimate success depends upon her educational and professional back- 
ground, her personality, her ability to adjust herself to new environment and 
her willingness to undergo a further period of apprenticeship in which initiative, 
self-discipline and an understanding of human behaviour are invaluable, and 
a desire continuously to seek new light, essential. 

Nursing, as taught at present, is usually a one-sided or specialized training. 
True, it is a valuable experience for any woman to have, but apart from certain 
fundamental principles, it may be taught and experienced as adapted to the 
particular needs of a single hospital, served by one school of nursing, and 
without due regard to the community’s need or ability to absorb her when 
she graduates. The character of a student’s training depends largely on the 
professional leadership given in her school, the teaching facilities, the method 
of selection of students, the number of patients cared for, the types of service 
provided by the institution and the conditions under which the student carries 
on her daily work. From continuous contact with the emerging graduate, 
in peace and in war, one finds no reason to lose faith in her and her possibilities 
despite the occasional criticism of a physician, layman, or member of her own 
profession from whom is sometimes echoed mournfully: ‘In our day. . . .” 

We need, rather than to be too critical of the student, to seek information 
further afield. Too much may have been taken for granted as regards her 
primary motive in choosing the nursing profession. Miss Van Blarcom has 
made some suggestions as to why women decide to become nurses: ‘They 
may regard nursing as a valuable preparation for meeting the general demands 
of life or as an inexpensive preparation for earning a living; it may offer them 
the only opportunity to get away from an uncongenial home or seem to offer 
a round of romantic possibilities. Jt may be the first step in a well thought out 
plan for a life of service.” 

All too often, in discussing nurses and nursing, only the service angle is 
dwelt upon, nor is sufficient consideration given to associated factors. The 
work (keen as she may be about it) is demanding, the hours are long and 
frequently irregular; the average individual must earn her own living, making 
provision for illness and old age—stern reality; she may have to assist in 
supporting her family; her salary may be inadequate, allowing little oppor- 


*Presented at the Annual Meeting of the Canadian Nurses Association, Vancouver, B.C., 
June, 1936, and published by kind permission of THE CANADIAN NURSE. 
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tunity for saving; employment may be periodic. Has she not some justifica- 
tion for aspiring to live a normal life? 

Again, a student nurse may survive three years of training without 
becoming permeated with the true spirit of nursing. Nor may it be altogether 
her fault; she may have embarked on her career with zeal, been disappointed 
or disillusioned, overworked, improperly fed, or broken down in health. She 
may prove temperamentally unfit for nursing, may have been carried through 
and graduated and yet not be considered eligible for employment in her own 
hospital nor for recommendation to other agencies. Surely this is unfair to 
her prospective patients and to her. 

In an address given in Washington two years ago, Mr. Lansdale said*: 


We have been so busy developing courses in techniques that we have neglected to see 
where these techniques fit into the community or fit into the administration of services 
tothe community. We have been training experts fora vacuum. . . . The professional 
person who is responsible for staff selection occupies the most strategic place from which 
to work for better standards. Professional people who get into administrative jobs and 
are not alert to their responsibilities in the field of personnel do irrevocable harm to the 
development of good standards. 


Nevertheless it is amazing how frequently the graduate nurse makes good 
in whatever work she undertakes. It speaks well for her training and adapt- 
ability and for those responsible for her instruction. As in any type of work, 
the character of the individual, her early home environment, educational 
equipment, personality qualifications, and the type of instruction and leader- 
ship given in her school, are of considerable moment. Possibly it is because, 
as Dr. Esther Richards says: 


As no other undergraduate, the pupil nurse has an opportunity of applying her 
theory to practice during school days, and to test her abilities to function in her profession 
without waiting until she graduates. After all, we must never forget that the nurse’s 
contribution to the art of healing is first and foremost the giving of nursing care to the patient, 
and proficiency in acquiring not only excellence in utility techniques, but in subtle aspects 
of personal contact between nurse and patient. These are matters which are dependent 
largely upon practice and habit training, and a practice that must amount to drill. 


Institutional work and private duty are the most natural fields to enter, 
because they require fewer adjustments. Hospital administrators select those 
they can place, and who would seem to have particular aptitude for institu- 
tional work. The more venturesome, who are allured by pastures new, 
frequently decide to take up public health nursing. One might mention 
here the need for controlled enthusiasm on entering the newer field. To 
quote Miss Elizabeth Fox: 


After being trained to take orders in the hospital, the freedom she finds in public 
health nursing makes the nurse’s sense of importance go to her head. She uses on the 
patient the methods that have been used on her and orders him to do this and that with 
a considerable air of omniscience and authority, without stopping to explain. In the 
hospital, when the patient is in bed and unable to rebel, this method may seem to work, 
but not in the home where the patient does not have to obey. Here, whatever is done 
has to have the approval of the family, from the dog up. The visiting nurse who has 


*Administrative Assistant of Federal Emergency Relief in the United States. 
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not learned the technique of making friends with the watch-dog never even gets inside 
the door of many of her homes. 

There are many nurses in executive and supervisory positions who know the latest 
scientific methods of doing public health nursing but they haven’t learned the art of 
working with other people. They are now dealing with physicians, social workers, 
teachers, etc., whose co-operation they have to win by the most delicate arts of under- 
standing, sympathy and persuasion, not by the authority of rank. 


What Would Seem to be Our Most Urgent Need To-day? 


The Survey of Public Health Nursing answers the question in this way: 
‘“‘The careful selection of nurses who have within their personal and educational 
equipment, the capacity for growth and development.” 

Granted, then, that the public health organization seeks the well recom- 
mended graduate with the professional, educational and personal qualifications 
desirable, it is unreasonable to expect to maintain a complete staff with the 
maximum of desirable qualifications. The administrator who admits having 
no place for an average nurse is not exercising good judgment but is merely 
failing to recognize the limitations of most of us. Must there not be followers 
as well as leaders? A conscientious nurse who possesses good judgment and 
who is a dependable and understanding staff member is the very backbone 
of her organization and may succeed in accomplishing more with a given 
family or patient than a bright and shining light who is lacking in some of 
the more human qualities. A convincing argument for careful selection, 
adjustment of personnel, the provision of continuous staff education and 
intelligent supervision is that those who have had more limited opportunities 
but who are eager to learn will benefit; whereas the brilliant, possibly better 
equipped graduate is also given the opportunity she needs for development, 
not suppression, under supervision and for advancement when a suitable 
opportunity offers. 

How are we going to meet present requirements? By facing reality and 
by readiness to experiment or to modify present plans which have hitherto 
proved to be inadequate. In The Proposed Curriculum for Schools of Nursing 
in Canada this paragraph appears: 


Conformity to routine disciplinary politics has characterized nursing from the 
beginning, and particular emphasis has been placed upon the development of technical 
nursing skills. While such development is a very important element in the education 
of the nurse, it is not sufficient in itself to prepare the present day nurse to meet the 
growing demands for diversified nursing service in the modern community. This state- 
ment implies that the nurse should be a thinking as well as a doing person. Nursing 
education should, therefore, provide such opportunities for self-activity in problem- 
solving situations as will develop initiative, resourcefulness, good judgment, self-confidence 
and independence. 


Little has been done by public health agencies to establish definite or 
uniform requirements for employment. We have nothing comparable, either 
nationally or provincially, to the Health Visitor’s examination in Britain. 
We were disposed to believe, some years ago, that the public health nursing 
courses as established in some Canadian universities might prove to be the 
solution of the problem of equipping and providing public health nurses. 
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But, because of the educational limitations of applicants and for economic 
reasons, this qualification could not be universally demanded. More and 
more is university postgraduate training becoming an obligatory qualification 
for supervisors, the nurse working alone and for all those who are eager to 
prepare themselves more effectively to carry on their work and be ready for 
advancement. The university departments, and the able women directing 
them during the initial (ahd we trust the most difficult) period of their exist- 
ence, have made a valuable contribution to the cause of nursing education in 
Canada. There are, however, supplementary means of integrating preventive 
and curative services. These need to be further developed; training schools 
are not at present beginning to utilize the facilities available in their own 
institutions for instilling the preventive aspect of nursing. 

For a number of years, plans for affiliation providing experience, under 
supervision, for undergraduate nurses in their senior year have been worked 
out in co-operation with local health organizations. This in turn indicates 
the necessity of competent educational direction and supervision in the 
organization or department concerned. Unfortunately, under present condi- 
tions, affiliates must be selective and the number limited. But when affiliation 
cannot be arranged, an alternative program can frequently be worked out. 
The development of the School of Nursing of the University of Toronto is 
indicative of progress. 

The introduction of experienced and well qualified public health nurses 
as institutional head nurses and supervisors would contribute toward closer 
integration. The exchange of supervisors and senior nurses between hospitals 
and local health organizations has great possibilities. Inter-representation 
on boards, and indeed on faculties of department directors and hospital 
administrators would undoubtedly be extremely beneficial. 

The best possible nursing care of the patient must to-day include the 
preventive angle, with due regard to family and community aspects of disease. 
It appears that the fully qualified nurse is the best person to undertake this 
task. We may have made some mistakes in emphasis in the past but we 
are now convinced that utilization and integration of all available resources 
are indicated and feasible, although conditions and methods of adapting facilities 
may change. The medical profession, the hospitals and the public health 
fraternity must act in unison and must assume much greater responsibility 
with respect to educating the public. 

We need to be ready to face changes, not just to anticipate them. Em- 
phasis on health education must begin with the individual nurse and early 
in her training. Already this change of emphasis has been given some con- 
sideration in the revised curriculum and by those fundamentally interested 
in nursing education. It is acknowledged that the student’s interests have 
not been fully appreciated and safeguarded. There needs to be more careful 
selection of students with periodic review of their qualifications and adapt- 
ability as increased responsibility is assumed. Apart from postgraduate work 
and the advantage to be derived from affiliation and experience on a supervised 
staff, training schools would benefit by the introduction of experienced public 
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health instructors who would not only assist in the associating of the curative 
and preventive aspects but in linking up the inside and outside services. 

Were the positive angle to permeate instruction throughout training, 
every nurse would have more within herself—consequently more to give and 
greater choice of employment. She could be more readily assimilated by 
health organizations. There would be greater interchange with the private 
duty group. Further postgraduate experience, and on a more advanced scale, 
would be attainable for those wishing to specialize in public health work. 
The type of registry might change. The practical nurse could be placed 
under proper supervision. 

Any and every graduate should have some conception of local health 
facilities and should know how to use them to the best possible advantage. 
More and more institutions and organizations are working out plans which 
will undoubtedly tend towards the provision of better nursing service to the 
public. There is great scarcity of public health instructors. 

Teaching occupies so important a place in all public health nursing that its signif- 
icance can hardly be overestimated. Yet it is, as we have learned from recent studies, 
in this aspect of their work that nurses have most to learn. . . . I venture to say that 


in no other educational field is so wide a variation of method required of a teacher in a 
single day’s work.* 


A young person to-day of a good type, alert and progressive, enters the 
nursing profession for various reasons. Her training at the present time is 
specialized—the curative rather than the preventive aspect of illness is stressed 


throughout. The same qualifications do not invariably spell success in public 
health and institutional work. There is great opportunity for development 
in public health nursing for the individual possessed of ability, initiative and 
controlled enthusiasm. 


Unsuccessful public health nursing has its own peculiar disadvantage; for not only 
is there the discouragement of personal failure, but it is so linked to other forms of work 
by the co-operativeness of its character, that weakness or failure means loss of strength 
to other social forces. Even if unconsciousness of this fact blunts its worst discomfort 
for the nurse unable to see the opportunities she is missing, others are not so blind and 
short shift is apt to be given the worker responsible for such a situation.* 


Most nurses are happy in public health work, but there needs to be greater 
correlation of all nursing services to promote united effort. The problem of 
instituting certain changes is complicated because of our lack of financial 
backing, fear, and instability. Publicity is foreign to our general make-up, 
yet we need to cultivate it if we are to march with the times. 

While postgraduate public health training is of primary importance, other 
contributing factors to a more balanced training and a better understanding 
of the existing health problems are: adaptation of teaching in hospital; 
affiliation, or later staff education experience under supervision, with a well 
supervised agency; interchange of staff members between institutions and 
health organizations; provision of supervisors with broader experience and 
teaching ability; professional representation on boards and faculties; greater 
pride in our profession, its achievements and possibilities. 

* Mary Gardner, R.N., A.M., Public Health Nursing. 











Scarlet Fever Toxin in 
Epidemic Control 


A. SOMERVILLE, B.A., M.D., D.P.H. 
Medical Officer of Health, Foothills Health District, High River, Alberta 


URING the past winter an epidemic of mild scarlet fever occurred in the 
D Turner Valley School District (Alberta) and active immunization using 
scarlet fever toxin was employed in controlling the outbreak. Seventy- 
four cases were reported with no deaths among a total population of about 
3,000. There were undoubtedly many other mild cases which were un- 
reported, so that the case incidence might easily have been double the reported 
figures. Although the disease was mild in form, a fairly high incidence of 
complications occurred. 

The Turner Valley School District covers the entire Turner Valley oil 
territory. The region was originally ranch country on which has been grafted 
a new population of oil workers and their families, living in two villages, 
Black Diamond and Turner Valley, and in numerous small ‘‘town-sites”’ 
around the drilling locations. Each ‘‘town-site’’ consists of from five or six 
to a couple of dozen portable shacks which are shifted as occasion requires 
and the sanitary conditions are at times deplorable. The enforcement of 
quarantine is almost impossible. The valley has no railroad service, com- 
munication with the province and with the city of Calgary being maintained 
by many motor cars and trucks. During the winter Calgary also suffered 
from an epidemic of scarlet fever. The Turner Valley district may reasonably 
be regarded in an epidemiological sense as a suburb of that city. During the 
course of the epidemic a rapid increase in the population occurred following 
new discoveries of crude oil. 

The peak of the epidemic was in the middle of October. By the end of 
November there were only a few cases but further cases occurred in December, 
giving a second peak just before Christmas. Frequent visits to Calgary 
during December may have accounted for some of the latter cases. 


Age Distribution of Cases 

The community has a large proportion of young children and single young 
men. In table I the distribution of the cases during the course of the epidemic 
is presented according to age. 


TABLE I 
AGE DISTRIBUTION OF CASES 

No. of cases 0-4 5-14 15t 

Alberta average, 1931-35 28% 57% 15% 
Bative Gnitdemhic. ..... .oioc cece cess 74 (100%) 11 (15%) 31 (42%) 32 (43%) 
Prior to October 31.....:........ 18 (100%) 2 (11%) 12 (67%) 4 (22%) 
October 21-December 24. ....28 (100%) 5 (18%) 13 (46%) 10 (36%) 
After December 24............... 28 (100%) 4 (14% 6 (21%) 18 (65%) 
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While realizing the danger of drawing conclusions from small figures, 
some inferences may be drawn which are of interest. As the first group of 
inoculations was completed about October 12th and the second, a larger group, 
about December 10th, the cases which occurred have been grouped in reference 
to the completion of the two groups of immunizations, namely cases occurring 
before October 21st, from October 21st to December 24th, and after December 
24th. It is to be noted that as the number of persons immunized increased, 
the number of cases in the school-age group decreased. An increase, however, 
occurred among young adults, a group which was not being immunized. The 
continuation of the epidemic in the older age-group after the inoculations 
were complete indicates that the reduction of cases among school-age children 
was not due to the natural cessation of the epidemic. The epidemic continued 
in Calgary during January and February. 

If immunization with scarlet fever toxin results only in an antitoxic 
immunity preventing the development of the rash and still permitting the 
development of a sore throat and other evidences of infection, as some observers 
have suggested, we should have expected a rise of typical scarlet fever among 
the pre-school group, as occurred among young adults. This rise did not 
occur, which is further evidence that the hypothesis is not true. It is, however, 
necessary to record that the weather was cold and road conditions were bad 
during the time of the epidemic and pre-school children as a class stayed at 
home, thus missing the opportunity for infection to which the school-age 
children and young adults were exposed. 


Method of Immunization 

The scarlet fever toxin used was prepared by the Connaught Laboratories 
and ‘consisted of five doses of 330, 1,000, 2,500, 5,000 and 10,000 skin test doses 
respectively, a total of 18,830 skin test doses.“ Preliminary Dick-testing was 
conducted on 387 children, 249 showing positive reactions (65 per cent.). 
It was not possible to Dick-test all the children. Five doses of scarlet fever 
toxin were administered at intervals of one week. Four hundred and twenty 
children (including about 75 of pre-school age) received five doses and of 
these 38 (15 per cent.) required a sixth dose. The total school population 
numbered 600. A considerable number of those not inoculated gave a history 
of a former attack of scarlet fever although three of the 74 cases gave a history 
of a former attack. 


Reactions 

In the entire health-district 1,179 have received the complete series of 
five inoculations; and if the number receiving a smaller number of doses and 
those receiving the sixth dose be included, 6,267 doses of scarlet fever toxin 
have been given. Two types of reactions have been noted, general and local. 
The former may occur in persons who are very susceptible to the toxin; fever 
with vomiting, rash and malaise may occur. One infant nine months old 
was accidentally given the fifth dose instead of the first by one who was not 
connected with the health-district. The child vomited several times within 
two hours, became feverish, had diarrhoea, and in four hours had a well 
developed scarlet-fever rash and congested throat. At this time the vomiting 
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and diarrhoea ceased and in eighteen hours the child was again normal. The 
urine was watched for six weeks and no albumen or casts were found and the 
mother reported that there had been no desquamation. At the end of that 
time the child was Dick-negative. 

The occurrence of slight fever and rash was reported in four cases. Such 
children rarely had a second reaction of this description from a subsequent 
dose. Such a reaction may occur after any dose; but in the few cases in 
which it occurred, it was found to occur after the second and third injections. 
Local reactions were unimportant. There was little complaint of sore arms, 
though the injected area was itchy and showed desquamation. About 5 per 
cent. of high-school pupils complained of local reactions. These related to 
the earlier doses. 

There was little objection on the part of the parents in regard to the 
number of inoculations or the occurrence of reactions. This, I believe, was 
due to the presence of an epidemic of the disease in the community. Without 
the stimulus of an epidemic, many parents would not think it worth while 
to continue the inoculations. With the preliminary Dick-testing, the series 
of five injections became very tedious and, without the presence of an epidemic 
would have been difficult to carry through to completion. In general the 
reactions are much more marked than in the administration of diphtheria 
toxoid but it is the tediousness of the long series to which most parents object. 


Results 


Among the 420 inoculated during this epidemic there was one case of 
scarlet fever. It is difficult tp estimate the number of cases among the un- 
inoculated, with which this group should be compared, because the inoculations 
..ere conducted in two grouns at different times. From the available data, 
at least 40 cases occurred among the uninoculated after the immunizations 
were complete in the immunized group. Thus the remaining population, 
2,580 persons consisting largely of those over 15 years of age, had seven times 
as many cases in proportion to the population as the inoculated group, although 
the inoculated group consisted of an age-class which is normally much more 
susceptible. 

In seven different homes where a case of scarlet fever developed in an 
uninoculated person, seventeen inoculated children lived under conditions 
where isolation was impossible and not one of them developed the disease. 
In one family the three children received five inoculations and two weeks 
after the last dose was given the father developed scarlet fever and forty-eight 
hours later the mother also developed the disease. The three children did not 
show any evidence of infection although they lived in close contact with the 
parents in a two-room shack. Only one of the group of seventeen closely 
exposed children developed a mild sore throat; there was, however, no evidence 
of rash or other infection. 

Through the facilities of the health district, suitable records are maintained 
and it will be of interest to observe the occurrence of scarlet fever in the future 


in the population as such a considerable proportion have received the pre- 
ventive inoculations. 





An Epidemic of Bacillary Dysentery 


R. J. GIBBONS, M.A., M.D., D.P.H. 


Western Division, Connaught Laboratories, University of Toronto 
at The University of British Columbia, Vancouver 


N November 12, 1936, the first-aid attendant at a lumbering mill in 
(—) Port Mellon, B.C., reported an outbreak of enteritis in this community 

to the Provincial Board of Health. At the request of Dr. H. E. Young, 
Provincial Health Officer, this camp was inspected and a history of the 
outbreak recorded. 


There were 160 men, 23 women, 12 school children and 4 children of 
pre-school age in this community. From October 30, 1936, when the first 
case was recorded, until November 15, 1936, twenty-two cases had been 
reported to the first-aid attendant. There were no fatal cases. One case 
was reported on October 30th, one on November 2nd, four on November 3rd, 
one on November 4th, one on November 5th, four on November 6th, three 
on November 7th, two on November 9th, two on November 10th, one on 
November 12th, and two on November 14th. 


Enquiry revealed that the reported cases represented but a proportion 
of the total, for a number of men who had experienced a mild attack had not 
reported to the first-aid station, nor had any of the cases occurring in the 
women and children been reported, since these did not come under the care 
of the first-aid attendant. Since less than half of the men were available for 
questioning on the day on which the camp was visited, no accurate attack 
rate can be recorded, but it is estimated that inclusion of all the unreported 
cases would show that about 35 per cent. of the community had been infected. 


The clinical manifestations of the disease in this outbreak were acute 
diarrhoea with abdominal cramps and tenesmus, fever, headache, anorexia, 
and emesis in some cases. The severity of the symptoms varied widely in 
individual cases from mild diarrhoea only to the acute symptoms outlined 
above. 


SANITARY INSPECTION 


The water supply was all from one source, the intake of which was from a 
mountain stream about one mile from the camp. The water was brought to 
Port Mellon in an overhead conduit and distributed to the bunkhouses, 
kitchen and residences without treatment of any kind. There was no 
habitation on this stream above the level of the intake, and so far as could be 
determined no likelihood of pollution by human excreta. 


An underground sewerage system connected with all the buildings, which 
were all equipped with flush toilets. A break in a branch sewer had been 
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discovered about November Ist, the effluent from which had polluted an area 
of damp underbrush about fifty feet distant from the kitchen and food-storage 
rooms. It is not known how long this sewage pollution had been present 
prior to its discovery on November Ist. The defect in the sewer had been 
repaired immediately, but the polluted area had not been treated and there 
were many flies and fly larvae in and about the damp slime. 


The food for the majority of the men was cooked and served at a central 
dining hall. The sole milk supply of the community was condensed milk. 
None of the food handlers gave any history suggestive of a previous attack of 
dysentery, and all but one, who had arrived after the first cases were recorded, 
had been in the camp for several months previous to the outbreak. The 
food-storage rooms were at the rear of the kitchen, less than fifty feet from 
the break in the sewerage system, and though they were screened, there were a 
number of flies in both the meat and vegetable store-rooms. 





















Twenty-four families had private residences. The majority of these 
householders procured meat, vegetables, butter, etc., from the kitchen store- 
rooms, but a few obtained all their supplies direct from Vancouver. The 
incidence of infection in these households in relation to their source of food 
supply was as follows: of the thirteen households procuring food supplies from 
the kitchen store-rooms, enteritis occurred in six while seven escaped infection. 
It is noteworthy that no cases occurred in fifteen persons living in the six 
households whose food supply came entirely from outside the camp. 


BACTERIOLOGICAL INVESTIGATION 





















Stool specimens and blood were obtained from all the cases located as 
well as from all the food handlers. Water samples were taken at the inlet 
and from several points in the distributing system. Flies caught in the food 
storage-rooms were macerated for culture, and samples of slime were taken 
from the area polluted by sewage. 


From four of the stool specimens B. dysenteriae Flexner was isolated, 
from a fifth B. dysenteriae Sonne was obtained, and in three others B. alka- 
lescens was found. All negative specimens were re-plated on three successive 
days. In one instance a culture of B. alkalescens was obtained on the third 
plating while the first two had been negative. The plating from macerated 
flies yielded a number of non-lactose-fermenting colonies, one of which was 
identified as B. dysenteriae Flexner. Plates of slime from the area polluted by 
sewage showed several colonies of B. faecalis alkaligenes but no pathogenic 
organisms were obtained. B. faecalis alkaligenes was also found in two stool 
specimens from which no pathogen was isolated, and in one stool specimen 
in which B. dysenteriae Flexner was found. Water samples taken at the time 
of inspection, and later samples forwarded for re-examination, were sent to 
the Provincial Board of Health Laboratories in Vancouver, and showed no 
bacteriological evidence of faecal pollution. 
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DISCUSSION 


The isolation of micro-organisms of the dysentery group from stool speci- 
mens of cases accords with the clinical pictures presented, and establishes the 
etiological agent of this outbreak of gastro-enteritis. Both the bacteriological 
and epidemiological evidence indicate that the infection was food-borne and 
was attributable to the contamination of food supplies by flies. The flies 
carried the infective agent from an area adjacent to the kitchen, which had 
been polluted by sewage through a break in the sewerage system. 


The mixed nature of the infection, involving in this outbreak at least 
two types of infecting micro-organisms, is characteristic of epidemics in 
which sewage pollution is the underlying cause. A similar multiplicity of 
causative agents was found in an epidemic of paratyphoid A recently reported 
by Foley, Faille and Brandon (1). B. alkalescens, which was isolated from 
three stool specimens, is frequently found in association with enteric infections 
due to members of the dysentery and Salmonella groups of micro-organisms. 
This micro-organism is regarded as usually non-pathogenic, though a few 
instances have been reported in which enteric infection has been attributed 
to it (2). 


The isolation of B. dysenteriae Sonne in this epidemic is of particular 
interest since no outbreak involving this micro-organism has been reported 
hitherto from British Columbia. The author, in a previous publication (3), 
reported one instance, from a large number of sera examined for agglutinins 
to micro-organisms of the dysentery group, in which the serological evidence 
was strongly suggestive of B. dysenteriae Sonne infection. The Provincial 
Board of Health Laboratories in Vancouver have on record only one case 
from which B. dysenteriae Sonne was isolated from stool specimens submitted 
for examination from this area (4). 


The absence of fatal cases in the presence of a high attack rate in this 
epiden ic is attributable to the age distribution of the community. The 
majority of this group were young adult workmen, while the mortality curve 
in dysenteric infections reaches its height in infancy and early childhood 
(5, 6) with a small secondary rise in the age group of sixty years and over. 
Hardman (7) reported that 92 per cent. of 4670 deaths in Ontario from the 
diarrhoea-enteritis-dysentery group occurred in the age groups 0-4 years and 
70 years and over. 


SUMMARY 
1. An epidemic of bacillary dysentery occurred in a lumber camp at 
Port Mellon, B.C., during November, 1936. 


2. B. dysenteriae Flexner and B. dysenteriae Sonne were isolated from 
stool specimens of cases. 


3. The infection was food-borne and was attributable to the contamina- 
tion of food supplies by flies. The flies carried the infectious agent from an 
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area, adjacent to the kitchen and food-storage rooms, which had been polluted 
by sewage through a break in the sewerage system. 
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Research Needs in the Control of Syphilis 


O NE not infrequently sees the state- 
ment in the medical press, particu- 
larly in that section dealing with the 
public health, that mankind possesses 
all the basic knowledge necessary to 
eradicate syphilis from the body politic. 
All that is required, so it is said, is the 
effective application of that knowledge 
and syphilis will disappear almost 
overnight. Strictly speaking, that is 
true. We know the cause of the dis- 
ease, we know how it is spread, we 
have excellent diagnostic methods for 
its recognition, and we have effective 
therapeutic agents for eliminating it 
from the human body. Why, then, has 
not syphilis become as extinct as the 
dodo? If our premises are correct, our 
conclusion must be that the reason 
why syphilis has not been eradicated 
is that we have been unable to apply 
our knowledge effectively. 


Now it cannot be alleged, as an alibi, 
that we have not had this basic knowl- 
edge long enough to make good use 
of it. Thirty-one years have elapsed 
since the discovery of Treponema pal- 
lidum, thirty since the appearance of 
the first communication on the Wasser- 
mann reaction, and twenty-nine since 
the determination by Ehrlich of the 
antisyphilitic properties of salvarsan. 
A whole generation has grown up in 
that space of time and yet there is no 
reliable evidence that the incidence of 
syphilis has diminished during that 


same period, at least in this country. 
On the surface, then, it would look as 
if the trouble lay in the faulty applica- 
tion of our existing knowledge and in 
all probability that is where the trouble 
does lie, but is this the whole story? 
May not one suppose that if more 
thought and effort had been expended 
upon the basic problems of syphilis 
during the past 25 years, we might 
by now have acquired more knowledge 
concerning the disease and perhaps 
more effective means of controlling it? 
Surely that is a reasonable assumption, 
for no one would be so bold as to say 
that from the standpoint of research 
in syphilis no more could have been 
done during the past quarter of a cen- 
tury than has been done, or that the 
basic problems of the disease have all 
been solved and there is therefore no 
longer any need to prosecute research 
in syphilis. The fact is that although 
we are theoretically in a position to 
deal effectively with syphilis, we still 
lack precise knowledge concerning 
many phases of it, and there is always 
the chance that the clearing-up of any 
of the unknown or disputed points 
may supply us with a much more effec- 
tive means of control than any we now 
possess.—Alan M. Chesney, Dean of 
the School of Medicine, Johns Hop- 
kins University: Proceedings of Con- 
ference on Venereal Disease Control 
Work, Washington, December 28-30, 
1936 (page 63). 











The Classification of the Causes of 
Foetal Death 


A. HARDISTY SELLERS, B.A., M.D., D.P.H. 
Depariment of Health of Ontario* 
and School of Hygiene, University of Toronto 


HE importance of the subject of foetal deaths is established by the extent 
_ of the waste of energy and loss of life which this mortality represents (1). 
Its importance is enhanced by the present trends in population in coun- 

tries of western civilization where it is predicted that “‘if fertility and mortal- 
ity remain constant or decrease to the same extent... we shall soon witness . .. 
a steady decrease in population’”’ (2,3). The whole problem of foetal mortality 
is therefore not one of purely medical interest; its extent, equal to that of 
neonatal deaths, makes it a social and an economic problem of practical import. 


RECENT PROGRESS AND DEVELOPMENTS 


Efforts to learn something of the extent and nature of the loss of life through 
foetal death have been of two kinds: first, attempts to secure accurate know- 
ledge of incidence by requiring the reporting of death of all foetuses attaining 
a specified number of months’ gestation; and, second, special investigations 
into etiology and causation (4, 5,6,7,8). In Canada, registration of stillbirthst 
has been required since 1930 as part of the national system of vital statistics; 
in the provinces for many years more. In 1931, the definition of a stillbirth 
for statistical purposes, elaborated by a Special Committee of the Health 
Section of the League of Nations in 1925, was formally approved by the Vital 
Statistics Section of the Canadian Public Health Association and has since 
received national recognition. Legislation incorporated in the Vital Statistics 
Acts of the various provinces, however, has not yet been adjusted on this new 
basis. 

In 1932 a special statistical return for stillbirths was introduced in the 
Province of Quebec (Form C), replacing the double registration system which 
still exists in other provinces. This schedule covers foetal deaths as well as 
infants living less than twenty-four hours, and experience has conclusively 
shown that considerable clinical information regarding causation is obtainable 
through such routine registration and certification (9), the extent of this success 
depending directly upon the co-operation of the medical profession. 

Two years ago, E. S. Macphail (10) discussed the future developments in 
respect to stillbirth registration and certification in Canada. Emphasis was 
placed upon the advantages of a single stillbirth form which would replace the 


* Medical Statistician. 

tT hroughout this paper the word stillbirth is understood to mean ‘‘the birth of a foetus after 28 
weeks or 64 months of pregnancy, measuring at least 35 cm. from the crown of the head to the sole 
of the heel, in which respiration did not occur.” 
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“double registration’’ system. Chief among the advantages mentioned were 
more accurate statement of the period of gestation on those certificates the 
medical part of which was completed by physicians, and the collection of 
medical data on the causes of stillbirth through the inclusion of a medical certi- 
ficate of cause of death in sucha form. At this time it was indicated that “the 
time had come when the Dominion Bureau of Statistics might ascertain the 
opinions of the provinces in respect to the introduction of such a special form.” 
These opinions have been since secured (11), and general agreement appears 
to exist as to the desirability of the change. 


The next logical step is the drafting of a special stillbirth certificate on 
which would be included all the pertinent civil and medical data. This ques- 
tion was entrusted to a special Sub-committee of the Vital Statistics Section 
of the Canadian Public Health Association at the twenty-fifth annual meeting 
in June, 1936, and formal discussion of the findings and suggestions will take 
place in Ottawa this month. But before a standard stillbirth form is officially 
introduced, and before the physicians’ statements on causes of foetal death can 
be tabulated for study, some definite plan must be elaborated according to 
which the causes of death may conveniently be classified and the nature of the 
statistical practice to be adopted must be laid down carefully. Special con- 
sideration, too, must be given to the content and wording of the questions 
making up the physician’s statement, because it has been amply demonstrated 
(12, 13) that the terminology employed has a marked influence on the state- 
ments recorded by the certifying physician. Success in achieving scientific 
data depends largely on three things: carefully planned questions designed to 
secure without ambiguity the medical statement; clear understanding by phy- 
sicians of what is desired by the statistical office; and close co-operation in the 
mutually important effort. Medical questions supplementary to the physi- 
cian’s statement of cause of death often clarify doubtful cases and should be 
considered. Unless these things are borne in mind the data returned by 
physicians are likely to be largely worthless. 


THE NEED FOR A SATISFACTORY NOSOLOGY 


General experience on this continent and elsewhere has indicated the im- 
mediate need for the elaboration of an accepted and scientific, yet relatively 
simple, logical scheme for the classification of the causes of foetal death, which 
reflect:, as far as possible, available scientific knowledge. It is true that we 
have much to learn about these causes but this applies to causes of death in 
general. The science of nosology is, after all, just in itsinfancy. The present 
confusion of methods alone demands an examination of existing practices and 
whatever list is prepared should place a premium on statements which are of 
clinical and pathological significance. As the future clarifies the need and the 
defect, such list may be revised. 

It will be remembered that the Committee on Certification of Causes of 
Death (13) expressed the opinion that a classification of causes of stillbirth 
should be ‘‘so devised as to fit clinical and pathological requirements’. There 
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is no reason why such a list of causes of stillbirth for classification purposes 
should be bound by the present rubrics of the International List which, indeed, 
without extensive modification, would be hopelessly inadequate. & 4 

In an earlier paper (1), the findings of a study of foetal deaths in Ontario 
public hospitals during 1933 were presented, based on special returns required 
under the Public Hospitals Act. Of 1,070 cases, 977 were classed as stillbirths 
according to the official definition. The causes of death, 7.e., “‘the underlying 
morbid clinical states of the foetus, placenta or mother, responsible for death, 
the diseases which initiated the train of events leading to death,” were classified 
according to an adaptation and extension of the scheme first outlined by 
Holland and Lane-Claypon in 1926 (6). This paper will present the full details 
of this plan. First, however, it will be well to comment upon some of the 
methods which have already been used, in order to give a clearer historical 
background to developments and to indicate some of the defects in existing 
schedules. 


EXISTING SCHEMES OF CLASSIFICATION 


The Commission revising the International List of Causes of Death in 
1929 (14) adopted a tentative list of causes of foetal death, an extension of 
which was used by Campbell and McKinley (15) in their report embodying 
the English contribution to the international enquiry into the causes and pre- 
vention of stillbirths. In this scheme the causes are grouped according to the 
time of death in relation to labour and the length of gestation. It is doubtful, 
however, whether any tabular list should be divided on these bases,"since the 
groups cannot be considered to be mutually exclusive. 

In Switzerland (16) data on the causes of stillbirth} have been available 
since 1906 and in official reports a group of fifteen rubrics is used, almost all of 
which are remarkably practical and scientific. United States’ practice (17) 
has been to present considerable detail on causes of stillbirth. The nosology 
used, however, suggests that it has resulted from an attempt to allocate all 
terms reported by physicians to some one rubric in the list without regard to 
whether such terms could be correctly regarded as designating a ‘‘cause”’ in the 
light of established statistical practice. 

The English investigations into the causes of foetal mortality have been out- 
standing. Holland’s study on the Causation of Foetal Death (5) published in 
1922, included a schedule of causes which he elaborated with a specific scientific 
objective in mind, namely, to direct attention to the preventive aspect of the 
problem. To this end, Holland throughout chose as “‘primary cause”’ the gross 
clinical condition and, failing this, the pathological state of the foetus or pla- 
centa. Subsequently, in 1926, this schedule was revised and extended by 
Hclland and Lane-Claypon (6) reporting the findings of a larger study, the 
classification remaining clinical and etiological in character. In this list spe- 
cific provision was made only for ‘‘primary causes,’’ the rubric “‘prematurity” 
being restricted to cases for which data on the cause of the prematurity were 
not available. 

The most recent official effort to develop a classification of causes cf still- 
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birth is that of the Children’s Bureau of the United States Department of 
Labor and the Subcommittee on Stillbirths of the American Public Health 
Association (18). The chief distinctive feature of this list is the designation of 
two separate schedules, one for foetal and one for maternal ‘‘causes’’, both 
being based as far as possible on existing rubrics in the International List of 
Causes of Death. For detailed study such a method may have merit, but the 
complete separation of foetal and maternal causes cannot but lead to diffi- 
culties. For instance, a foetus may die of asphyxia following placenta praevia, 
and yet besides the foetal asphyxia there may be several other consequent 
factors as prolapsed ccrd, cranial injury, etc. In such cases, which is to be con- 
sidered the ‘‘cause determined in the foetus’? This introduces anew the ques- 
tion of selection to little profit (except for detailed clinical study, in which case 
all and not two factors should be noted), and regardless of how many so-called 
“causes’”’ are noted, the death of this foetus should be ascribed to placenta 
praevia. 

There can be little doubt that the essential and complete picture in indi- 
vidual cases can best be achieved by a logical statement of the causes in con- 
venient order according to the general scheme suggested by the special Sub- 
committee on Causes of Death cf the Leagiie of Nations Health Committee in 
1925 (19). No schedule which purports to be a classification of causes of foetal 
deaths should make specific provision for other than true primary causes, 


unless these (complicating factors and terminal events) are segregated and so 
labelled. 


COMMENT ON CURRENT METHODS OF CLASSIFYING CAUSES OF FOETAL DEATH 


It is evident that many of the lists of causes of foetal death appearing in 
reports in the literature and in official tables have been drafted to accommodate 
the many and varied diagnoses of physicians. This fact is clear from the lack 
of any semblance of order or relationship in many of such lists. Furthermore, 
many of the clinical studies on foetal mortality which have been published 
have contributed much less than they might have because the reported causes 
have been a mixture of “‘primary’’ causes, complicating conditions and ter- 
minal events, rather than underlying causes selected according to the uniform 
principle generally followed in compiling vital statistics. 

Ingraham (4), reporting on 3,000 deliveries at the Women’s Hospital in 
New York City, stated that of 68 stillbirths, birth injury was the ‘‘cause”’ in 38, 
placenta praevia in 7, and toxaemia in 18. The latter two are true primary 
factors but birth injury is not since it may be consequent upon a variety of 
primary ‘‘causes’’, ¢.g., contracted pelvis, placenta praevia, etc., and certainly 
not all of the 38 cases could have been ones in which there was no such factor. 
Smellie (7) reported on 99 cases of intranatal and neonatal deaths reported to 
the Birmingham coroner—75 of which ‘“‘failed to survive because of factors 
directly attributable to birth”. Adair and Potter (8) published recently their 
findings in 267 foetal and infant deaths at the Chicago Lying-In Hospital. 
These workers report that the primary cause of death in 21 of 145 ‘‘stillborn”’ 
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foetuses (5 months’ gestation and over) was intracranial haemorrhage, but no 
indication is given of the circumstances responsible, viz., contracted pelvis, 
difficult labour due to other causes, etc. On the other hand, while they pro- 
nounce asphyxia as the most important “‘cause”’ of stillbirth, they show that 
this mortality was largely due to placenta praevia and accidental haemorrhage. 

At the risk of stressing the obvious, it should be emphasized that asphyxia, 
atalectasis, and the like are not satisfactory causes but are equivalent to cause 
unknown or undetermined and it is failure to observe this fact rigorously that 
is responsible for much of the difficulty in respect to all medical certification of 
death to-day. The death of a person who died of peritonitis after removal of 
his appendix is due to appendicitis, though actually the appendicitis has been 
“cured”. The pathologist’s conception of the cause of death is not the requisite 
clinical one. To record only the peritonitis, the asphyxia, the cerebral haemor- 
rhage, etc., even though one admits these were the conditions which killed the 
individual, does not yield much practical information. 


“CAUSE OF FOETAL DEATH’’—ITs MEANING FOR STATISTICAL PURPOSES 


The chief problem is to define in each instance, within the limits of present 
knowledge, the clinical condition or pathological state which can be regarded 
as the cause of the foetal death. The statement that a foetus died of cerebral 
haemorrhage is a fact of substantial value, but from the point of view of pre- 
ventive obstetrics, it is important that the clinical state which gave rise to the 
cerebral haemorrhage be known, 7.¢., placenta praevia, contracted pelvis, mal- 
presentation, precipitate labour, etc. 

In present practice, there is always considerable difficulty in classifying 
causes of death because of the difficulty which often arises in logically deter- 
mining the underlying factor in a uniform manner. Philosophically, one could 
affirm that the terminal event, the fatal cerebral haemorrhage in the preceding 
illustration, was, of course, the cause of death—but had it not been for the 
morbid state which preceded this event and had there been no abnormality in 
respect of labour and delivery, the cranial injury resulting in the cerebral 
haemorrhage would not have occurred. Since many different “‘primary” 
causes could yield a fatal cerebral haemorrhage, such a record is equivalent to 
recording peritonitis as the cause of death in a person with appendicitis. 

Karl Pearson has said: ‘‘No phenomenon or stage in a sequence has only 
one cause; all antecedent stages are successive causes and, as science has no 
reason to infer a first cause, the sequence of causes may be carried back tc the 
limit of knowledge” (20). This is the pitfall which must be avoided, but at the 
same time medical statistics on causes of death to be of value must be based on 
the clear understanding that in order to direct attention to the point at which 
preventive measures may best be applied, the cause for statistical purposes 
must always be the underlying cause, the disease or condition which initiated 

the train of events leading to death. This is the definition of cause of death 
approved by the Royal College of Physicians and Surgeons of London, Eng- 
land. It is not sufficient to attribute 40-50 per cent. of a group of foetal or 
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infant deaths to prematurity. What is needed is some indication of the factors 
responsible for premature birth. Judgment is required, of course, in not push- 
ing the sequence of events back further than knowledge justifies. 


TABULAR List oF CAUSES OF DEATH ADOPTED FOR THE ONTARIO STUDY 


In the study of foetal mortality presented in a previous paper (1), it was found 
that the statements of causes of foetal death reccrded on the hospital returns 
could not be considered to be any more reliable than the cause recorded on 
standard death certificates. In fact, the incompleteness of many of the returns 
made it difficult or impossible to assign the death to any definite clinical or 
pathological group. No list of approved terms was supplied with the forms 
and no explanatory notes were given to indicate what exactly was desired. 
Since, however, one of the important purpeses of this study was to secure some 
information as to the character of a tabular list which would be satisfactory 
and workable for routine use in the classification of causes of foetal death, the 
scheme employed in this study was primarily etiological and was based on that 
devised by Holland and subsequently expanded by Holland and Lane-Claypon. 
The complete list cf all terms is given below, the number assigned to each head 
in the Ontario study being given in brackets. 


The causes are divided into eleven groups, A to K, each major title being 
subdivided as Al, A5, B2, etc. 


THE CAUSES OF STILLBIRTH 
Ontario Public Hospital Returns, 1933 
(977 cases) 
A. Complications of Labour (296) 
This title includes the following subtitles: 
1. Abnormal presentation (94) 


This title includes cases of abnormal presentation with prolonged or difficult 
labour, with or without instrumental delivery. Breech, face, brow, persistent 
occiput posterior, and transverse presentations fall into this category. 
. Contracted pelvis (38) 
This title includes cases of contracted pelvis with spontaneous labour (with or 
without instruments or Caesarean section) and contracted pelvis cases in which 
labour was induced. It is obvious that contracted pelvis might exist and yet not 
be a factor in foetal death due to small size of foetal head, etc. Hence cases were 
classed in this group only when there was evidence that the contracted pelvis was 
the primary cause of death of the foetus. 
3. Cord complications (84) 
This title includes compression of cord in labour, knotting or coiling of cord about 
foetus, prolapse of cord, rupture of cord, thrombosis of cord. Cases were classed 
here only when no primary factor could be determined which was likely to cause 
such cord complication. 
4. Difficult or prolonged labour (45) 
This title includes cases of prolonged or difficult labour, with or without instru- 
mental interference, in which abnormal presentation did not occur and in which 
no indication of such maternal factor as contracted pelvis was evident. 
5. Dystocia of indefinite or other cause (10) 
This title includes dystocia due to excessive size of foetus including postmaturity 
(9 cases), dystocia due to scarring of the cervix, and others. 


to 
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6. Normal labour (4) 
This title includes cases in which no abnormality in the labour and delivery was 
noted to explain either asphyxia or birth injury recorded. 

7. Others (21) 
This title includes precipitate labour (2 cases), premature rupture of membranes 
(4 cases), and others comprising Bandl’s ring, prolapsus uteri, ruptured uterus, 
stenosis of cervix, etc., with in some cases operative interference but with no indi- 
cation that dystocia was a factor. 


Antepartum Haemorrhage (118) 
This title includes: 
1. Accidental haemorrhage (49) 
2. Placenta praevia (61) 
3. Antepartum haemorrhage not specified (8) 
Under accidental haemorrhage are included the terms premature or early separ- 
ation of placenta, detached placenta, and abruptio placentae. 


Toxaemias of Pregnancy (119) 
This title includes: 
1. Albuminuria (toxaemia) of pregnancy (41) 
2. Eclamptic toxaemia (67) 
3. Nephritic (including hypertensive) toxaemia (11) 
The rubric albuminuria of pregnancy includes low reserve kidney, albuminuria of 
pregnancy not specified, and like terms. 
Syphilis (16) 
This title includes: 
1. Certain syphilis 
2. Probable syphilis 
3. Possible syphilis 
The original report by Holland and Lane-Claypon should be consulted (reference 
(6)). Figures are probably too low for this cause (see reference (1)). 


Placental Disease (11) 
This title includes relative placental insufficiency (Holland), excessively small placenta, 
fibrosis of placenta, infarction (excessive) of placenta (red or white), and other placental 
abnormality. Cases were included here only when the sole primary factor responsible 
for foetal death appeared to be the placental disease. 


Foetal States including Malformations (160) 
This title includes: 

. Anencephalus (72) 

.- Hydramnios (5) 

. Hydrocephalus (30) 

. Monstrosity or maldevelopment (unspecified) (24) 

Multiple pregnancy (8) 

. Spina bifida (alone) (12) 

. Others (9) 
The rubrics anencephalus and hydrocephalus were subdivided into three: (a) with- 
out other malformation, (b) with spina bifida, and (c) with other malformations. 
Under hydramnios were included only those cases in which it was the sole clinical 
feature. The rubric ‘‘Others” includes craniorachischisis, etc. 


Maternal Disease (52) 
This title is subdivided according to the major divisions of the International List with 
the exception of diseases peculiar to pregnancy, childbirth and the puerperal state, con- 
genital malformations, and diseases peculiar to early infancy. Suggested subdivisions 
of each are as follows. Hereunder were included only those foetal deaths primarily 

attributable to maternal disease other than specified elsewhere. 
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1. Infectious and parasitic diseases (2) 
(a) Influenza 
(b) Tuberculosis 
(c) Others under this head 
. Cancer and other tumours (2) 
(a) Malignant tumours of the female genital organs 
(b) Malignant tumours of other organs 
(c) Other tumours 
3. Other general diseases (4) 
(a) Acute rheumatic fever 
(b) Diabetes 
(c) Diseases of thyroid and parathyroid glands 
(d) Pernicious anaemia 
(e) Alcoholism and other poisonings 
(f) Other general diseases. 
4. Diseases of the nervous system (0) 
5. Diseases of the circulatory system (4) 
6. Diseases of the respiratory system (2) 
7. Diseases of the digestive system (5) 
8. Diseases of the genito-urinary system (17) 
9. Diseases of the skin, cellular tissue, and bones (0) 
10. External causes (1) 
11. Others (15) 
These rubrics may be expanded in turn as needed. 


to 


Prematurity (22) 
Included hereunder are only those foetal deaths in which a statement of prematurity 
as ‘‘cause’’ was made by the physician and where there was no evidence of a primary 
factor responsible for the prematurity. 


Cause Unknown or Undetermined (53) 
Here are included cases specified as ‘‘unknown”’ by the physician, in which no further 
clue as to etiology was evident. 


Inadequate Data (130) 
This title includes cases which were not stated as ‘“‘cause unknown”’ but in which data 
did not permit classification. 


Consequent Factors or Terminal Events in the Death of the Foetus 
This title has been added since the Ontario study was completed. Its object is to serve 
as a convenient way of recording consequent factors and terminal events in addition to 
the primary factor or true cause of death. Rubrics to be included are asphyxia, injury 
at birth, cerebral haemorrhage, foetal atalectasis, excessive cranial stress, foetal anaer- 
osis, etc. 

Note—The above scheme can be used alike for viable and non-viable foetal deaths. 


DISCUSSION 


This list may be criticized on the grounds that it does not parallel the 


International List of Causes of Death and that the heading ‘‘Maternal Dis- 


eases’’ should include many of the other titles, viz., antepartum haemorrhage, 


toxaemia, etc. With the exception of syphilis, however, these rubrics include 
maternal diseases associated with pregnancy only and since they are respon- 


sible individually for a significant number of foetal deaths, the separation is 


reasonable, indeed, requisite. Under maternal diseases are included only dis- 
eases not specific for pregnancy and childbearing, and in this group would fall 
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probably not more than 5 per cent. of all deaths. These will consist largely of 
foetuses dying before reaching viability and for whose death the sole explan- 
ation is such maternal disease as chronic nephritis; deaths of viable foetuses 
now ascribed to prematurity, for which prematurity, a cardiac condition of 
the mother, pneumonia, etc., is the sole explanation or ‘‘cause’’; and foetal 
death primarily due to obstetrical interference on behalf of the mother. 

This nosology draws attention primarily to the underlying morbid clinical 
state of the foetus, placenta or mother which was responsible for foetal death, 
rather than to consequent factors. It is not an original scheme but is presented 
as an illustration of a practical clinical and pathologic classification which has 
merit as a basis for the discussion and elaboration of a tentative tabular list of 
causes of stillbirth. In the application of this scheme in the Ontario study 
a few difficulties were encountered. The co-existence of two primary factors, 
viz., puerperal toxaemia and placenta praevia, made a selection necessary. In 
this investigation the selection was not based on arbitrary rules but upon 
clinical data recorded on the returns. Cases such as this were numerous enough 
to make it absolutely clear that useful records depended largely on a clear and 
unbiased expression of the opinion of the physician as to the cause of death. 
Arbitrary rules of choice can never hope to achieve the same objective. Rules 
of chcice now in use reflect largely the lack of uniformity among physicians as 
to what is meant by ‘“‘cause of death’’ for statistical purposes and it should be 
kept in mind that certain countries represented at the last Conference for the 
revision of the International List of Causes of Death (14), indeed, felt that a 
code of rigid rules ‘‘might retard progress in the improvement of the entries 
made on certificates.”’ 
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A PRAYER FOR THE KING’S REIGN 
O God, the Ruler over earth and sea, 
Grant us Thy guidanee in the reign to be: 


Grant, that our King may make this ancient land 
A realm of brothers, working mind and hand 


To make the life of man a fairer thing: 
God, grant this living glory to the King. 


Se EL Te tes 


Grant, to our Queen, the strength that lifts and shares 
The daily burden that a monarch bears: 


Grant, to them both, Thy holy help to give 
The hopeless, hope; the workless, means to live: 


The light to see, and skill to make us see, 
Where ways are bad, what better ways may be: 


' And grace, to give to working minds the zest 
To reach excelling things beyond their best: 


rer 


Grant to them peace, and Thy diviner peace, 
The joy of making human wars to cease; 


Make wise the councils of the men who sway 
The Britain here, the Britains far away: 


And grant us all, that every rightness willed 
In this beginning reign may be fulfilled. 


Joun Maserie.p, Poet Laureate 
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OTTAWA AND THE ANNUAL MEETING 


N October 12, 1910, in the Russell House, Ottawa, a group of prominent 
t Pian health leaders representing the various provinces organized the 

Canadian Public Health Association. The foundations of the Association 
were carefully laid. The resolutions passed at the first annual meeting, held in 
Montreal in the following year, reflect the sound judgment of these early leaders. 
These resolutions directed the attention of the federal government to tubercu- 
losis as a national problem, outlining its extent and making specific recommenda- 
tions concerning such requirements as co-operation between federal, provincial 
and municipal authorities; adequate provision of sanatoria; and the necessity 
of legislation, laboratory research and investigation. The attention of the 
federal government was also directed to the need for special studies to assure 
proper housing and town planning and for the establishing of control over the 
distribution of essential biological products, thus assuring to physicians products 
of standard quality. There was revealed, too, in the resolutions a keen sense 
of values by the inclusion of a reference to the necessity of adequate courses 
in hygiene being provided in the various Canadian universities. 

In planning the organization it was provided that all resolutions presented 
to the annual meeting of the Association should first be considered by a national 
representative body known as the Executive Council, to be convened annually 
at the time of the meeting. To this body all reports of committees are presented 
for consideration. The resolutions of the Association and the findings of its 
various committees have therefore been greatly valued by administrative bodies. 
This aspect of the Association’s work has been most important. Two sessions 
of the Executive Council, occupying the day preceding the opening of the 
general sessions, are now necessary and it is expected that more than thirty 
provincial representatives will be in attendance. 

The founders of the Association realized also that the annual meeting was 
not only the occasion for the deliberations of the Council but that the meeting 
was essential if medical officers of health, public health nurses, and other 
members of health organizations were to have the opportunity of discussing 
new developments and important advances in the various fields of public health. 
They provided for the organization of sections to care for the needs of those 
who were confining their attention to specific fields. The Laboratory Section, 
the Public Health Engineering Section, and a Section of Social Workers were 
organized for the first meeting. To these pioneer sections other sections have 
been added. The forthcoming meeting will provide programs in six sections. 

The meeting in Ottawa this year promises to be one of the most important 
and attractive that the Association has convened. The program committee has 
given attention to the most important health problems that face us to-day, 
giving the opportunity for the presentation of plans that are being developed and 
tried in the various provinces. It is only as the program presented in this issue 
is carefully studied that full appreciation can be had of the unique opportunity 
presented by this annual meeting. It is confidently expected that the registra- 
tion will be one of the largest in the history of the Association. 





— 
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A Message from the Honorary President of the 
Canadian Public Health Association 





THE HON. C. G. POWER, B.A. 


Minister of Pensions and National Health, Canada 


May I ‘express to the members of the Canadian Public Health Association 
and the Ontario Health Officers Association my most sincere desire that their 
convention, which will take place in Ottawa in June, will meet with every success. 
I know of no activity that has added more to the sum total of human happiness 
than that of public health. The reduction in morbidity and mortality and the 
remarkable extension of the expectation of life since public health departments 


have been established are the finest tribute to its worth. 


This meeting, which is to take place in the Capital City of Canada, should 


have special significance and increase the interest of the Canadian people in 


public health. 
Gro kgf otleenwT 
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PROGRAM 


HE publication ot the program for the meet- 
a ings of the Canadian Public Health Asso- 

ciation and the Ontario Health Officers 
Association on the following pages affords members 
the opportunity of selecting in advance the papers 
of special interest. The extent of the field of 
public health is evidenced by the necessity of 
arranging programs for six sections. Three general 
sessions and the annual dinner meeting afford the 
opportunity for hearing papers of general interest 
presented by outstanding authorities in public 
health. Among the guest speakers will be Dr. 
Arthur McCormack, President-Elect of the Ameri- 


E ae s se DR. M. R. BOW 
can Public Health Association and Commissioner 


Presidcnt, Canadian Public 


of Health of Tennessee; Dr. John A. Ferrell, a 

Assistant Director of the International Health Division of the Rockefeller 
Foundation, New York; Dr. Reginald M. Atwater, Executive Secretary of 
the American Public Health Association, New York; Dr. Frank L. Horsfall, 
Jr., of the Rockefeller Institute for Medical Research, New York; and Dr. 
C. M. Hincks, Director of the National Committees for Mental Hygiene in 


Canada and the United States. 


In arranging the program, ample time has been provided for visits to the 
various departments of government, research laboratories, and clinics in Ottawa. 
The City of Ottawa has invited the members to luncheon at Lemieux Island on 
Friday, after which the Filtration Plant will be inspected. For the latter part 

of the afternoon a garden party has been arranged. 
Saturday afternoon has also been left free for 
visits to points of interest. 

One of the features of the meeting will be the 
annual dinner on Friday evening, when addresses 
will be given by Dr. Arthur McCormack and by 
Dr. R. E. Wodehouse, Deputy Minister of Pen- 
sions and National Health, in the unavoidable 
absence of the Minister, the Hon. C. G. Power. 


The formal opening of the convention will be 
held on Thursday evening, when addresses of wel- 
come will be presented and the presidential address 

DR. C. E. HILL will be given by Dr. M. R. Bow. The guest speaker 


President, Ontario Health 


ilicens iecuaiaenes will be Dr. Frank L. Horsfall, Jr. 
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General Directory of Sessions 
(Daylight Saving Time) 


REGISTRATION. It is requested that every member and visitor register. The registration fee 
for members is one dollar. As all members of the Ontario Health Officers Association 
are enrolled as members of the Canadian Public Health Association, it is requested that 
they participate in the arrangements for the convention by paying the registration fee. 


THURSDAY, JUNE 17th 


9.00 a.m.—Registration. 

9.30 a.m.—Ontario Health Officers Association. Ball Room. 

9.30 a.m.—Section meetings, Canadian Public Health Association: 
Public Health Nursing. Ladies Cafe. 
Industrial Hygiene. Salon C. 
Vital Statistics and Epidemiology. Salon B. 

2.30 p.m.—General session, both associations. Ball Room. 

8.30 p.m.—General session, both associations. Ball Room. 


FRIDAY, JUNE 18th 


9.00 a.m.—Ontario Health Officers Association. Banquet Room. 
9.30 a.m.—Section meetings, Canadian Public Health Association: 
Public Health Nursing. Ladies Cafe. 
Mental Hygiene. Salon C. 
Laboratory. Salon D. 
Vital Statistics and Epidemiology. Salon B. 
Social Hygiene. 
12.00 noon—Visit and complimentary luncheon, Water Filtration Plant, Lemieux Island. 
Afternoon—Free for sightseeing. 


4.00 p.m.—Reception and garden party for members of both associations, given by Mr. 
Norman and Senator Cairine Wilson and Colonel and Mrs, C. M. Edwards. 
Country Club. 

7.30 p.m.—Dinner and dance, both associations. Jasper Room. Tickets ($1.50) may be 
obtained from the registration desk. 


SATURDAY, JUNE 19th 


9.00 a.m.—General session, both associations. Ball Room. 
9.00 a.m.—Section of Vital Statistics and Epidemiology: meeting in Salon B, followed by 
visit to the Dominion Bureau of Statistics. 
9.30 a.m.—Tour of laboratories for members of the Laboratory Section and others interested: 
Laboratory of Hygiene, Department of Pensions and 
National Health. 
National Research Laboratories. 
Animal Diseases Research Institute. 
Central Experimental Farm. 


Executive Council, Canadian Public Health Association 


The Executive Council of the Canadian Public Health Association will hold its annual 
meeting on Wednesday, June 16th, at 9.30 a.m. and 2.00 p.m. in Salon A. 
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THURSDAY MORNING, JUNE 17th 
Ontario Health Officers Association 


9.30.— Ball Room. 
Chairman—Dr. C. E. Hill, Medical Officer of Health, Willowdale; President, Ontario 

Health Officers Association. 

9.30.— Presidential Address—Dr. Hill. 

9.50.—Fumigation by Cyanide and Other Agents—Dr. J. Grant Cunningham, Director, 
Division of Industrial Hygiene, Department of Health of Ontario. 

10.10.— Discussion. 

10.20.—Changes in Hospital Regulations—Dr. B. T. McGhie, Deputy Minister of Health of 
Ontario. 

10.40.— Discussion. 

10.50.—Treatment of Syphilis—Dr. G. S. Fenton, Ottawa. 

11.10.— Discussion. 

11.20.—Some Aspects of Preventive Dentistry—Dr. A. D. A. Mason, Dean, Faculty of 
Dentistry, University of Toronto. 

11.40.—Discussion. 

11.50.—The Venereal Disease Problem in Canada—Dr. Gordon Bates, General Director, The 


Health League of Canada, Toronto. 
12.10.—Discussion. 


Canadian Public Health Association 


Public Health Nursing Section 
9.30.—Ladies Cafe. 
Chairman—Miss Edna L. Moore, Reg. N., Chief Public Health Nurse, Division of 
Maternal and Child Hygiene, Department of Health of Ontario, Toronto. 
9.30.—The Responsibility of the Official Public Health Agency for a Program of Prenatal 
Supervision—Dr. J. W. Fraser, Medical Officer of Health, Kitchener, Ont. 
10.00.—Prenatal Nursing Supervision—Miss Esther M. Beith, Reg. N., Director, Child 
Welfare Association of Montreal. 
10.30.—Records in Public Health Nursing—Miss Maude H. Hall, Reg. N., Supervisor, 
Victorian Order of Nurses, Ottawa. 


11.00.—Discussion of papers—opened by Dr. L. A. Pequegnat, Deputy Medical Officer of 
Health, Toronto. 


Industrial Hygiene Section 
9.30.—Salon C. 
Chairman—Dr. F. M. R. Bulmer, Division of Industrial Hygiene, Department of 

Health of Ontario. 

9.30.—Housing the Industrial Worker—Mr. H. L. Seymour, Consulting Engineer, Ottawa. 

10.60.—Factors influencing Comfortable Air Conditions at Home and at Work—Dr. D. L. 
MacLean, Connaught Laboratories and School of Hygiene, University of 
Toronto. 

10.30.—The Problem of Smoke Pollution—Dr. H. M. Barrett, Connaught Laboratories and 
School of Hygiene, University of Toronto. 

11.00.—Occupational Mortality in Canada—Mr. W. R. Tracey, B.A., Chief, Vital Statistics, 
Dominion Bureau of Statistics, Ottawa. 

Election of officers. 
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Section of Vital Statistics and Epidemiology 
9.30.—Salon B. 


Chairman—Dr. D. V. Currey, Medical Officer of Health, St. Catharines, Ont. 


9.30.— Morbidity Study in the Civil Service of Canada—Dr. F. S. Burke, Department of 
Pensions and National Health, Ottawa. 


9.50.—Further Observations on the Mortality in the Older Age-Groups—Dr. “. E. 


McKinnon, Cannaught Laboratories and School of Hygiene, University of 
Toronto. 


10.10.—Studies of Two Typhoid Carriers—Dr. R. P. Hardman, Associate Epidemiologist, 
Department of Health of Ontario. 


10.30.—Cancer in Ontario—Dr. A. Hardisty Sellers, Medical Statistician, Department of 
Health of Ontario, Toronto. 


10.50.—Trichinosis—Dr. J. H. Gervais, Superintendent, Division of Epidemiology, Depart- 
ment of Health, Montreal. 


11.10.—The 1936 Epidemic of Poliomyelitis in Manitoba—Dr. C. R. Donovan, Epidemiologist, 
Department of Health and Public Welfare of Manitoba, Winnipeg. 


11.30.—Report of the Committee on the Certification of Causes of Death—Dr. R. D. 
Defries, Chairman. 


12.00.—Report of the Sub-committee on Stillbirth Registration and Certification—Dr. A. 
Hardisty Sellers, Chairman. 


THURSDAY AFTERNOON 


General Session 


Canadian Public Health Association 
Ontario Health Officers Association 


2.30.—Ball Room. 


Chairman—Dr. M. R. Bow, Deputy Minister of Health of Alberta, Edmonton; 
President, Canadian Public Health Association. 


2.30.—Recent Studies in Puerperal Sepsis—Dr. Ronald Hare, Connaught Laboratories and 
School of Hygiene, University of Toronto. 


3.00.—Control of Tuberculosis in Rural Areas—Dr. Reginald M. Atwater, Executive 
Secretary, American Public Health Association, New York. 





3.30.—Are Statistics Essential to a Successful Public Health Programme?—Dr. D. V. Currey, 
Medical Officer of Health, St. Catharines, Ont. 


4.00.—Some Causes of Malnutrition—Dr. E. W. McHenry, Connaught Laboratories and 
School of Hygiene, University of Toronto. 


4.30.—The Contribution of the Professional Health Worker in the Field of Mental Hygiene— 


Dr. C. M. Hincks, Director of the National Committees for Mental Hygiene in 
Canada and the United States. 
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THURSDAY EVENING 


General Session 


Canadian Public Health Association 
Ontario Health Officers Association 


8.30.— Ball Room. 
Chairman—Dr. M. R. Bow, Deputy Minister of Health of Alberta, Edmonton; 
President, Canadian Public Health Association. 
Address of Welcome. 
Presidential Address—Dr. M. R. Bow. 
The Responsibilities of the Federal Department of National Health—Dr. R. E. 
Wodehouse, Deputy Minister of Pensions and National Health. 
4. Presentation of Honorary Life Membership in the Canadian Public Health 
Association to: 
Dr. George F. Buchan, M.R.C.P., D.P.H., Medical Officer of Health, 
Borough of Willesden, Kilburn, London, England. 
Dr. John A. Ferrell, Associate Director, International Health Division, The 
Rockefeller Foundation, New York. 
Dr. Helen MacMurchy, C.B.E., Toronto. 
Control of Pneumonia—Dr. Frank L. Horsfall, Jr., The Hospital of the Rockefeller 
Institute for Medical Research, New York. 
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FRIDAY MORNING, JUNE 18th 
Ontario Health Officers Association 


9.00.— Banquet Room. 
9.00.—Duiscussion. The opportunity is given in this discussion for questions to be raised. 
The following questions have been submitted and will be introduced briefly by 
the speakers mentioned. 
1. Cost of X-ray Films in Tuberculosis Examination of Indigent Patients—Dr. 
A. E. Northwood, Medical Officer of Health, Chatham. 

Non-reporting of Tuberculosis by Medical Officers of Health—Dr. G. C. Brink, 
Director, Division of Tuberculosis Prevention, Department of Health of 
Ontario. 

3. Proper Washing of Dishes and Glassware—Dr. A. L. MacNabb, Director, Division 

of Laboratories, Department of Health of Ontario. 

4. Status and Duties of the Medical Officer of Health—Public Health Committee of 
the Ontario Medical Association; presented by Dr. G. Murray Fraser, 
Medical Officer of Health, Peterborough. 

Salary of the Medical Officer of Health—Dr. J. W. Mackie, Medical Officer of 
Health, Lansdowne. 

6. Cancer Reporting—Dr. J. G. Cunningham, Director, Division of Industrial 
Hygiene, Department of Health of Ontario. 

Meat Inspection in Northern Ontario—Dr. F. H. Wilson, Medical Officer of 
Health, Englehart. 

10.30.—Swimming Pools and Bathing Facilities—Dr. A. E. Berry and Mr. G. A. H. Burn, 

B.A.Sc., Division of Sanitary Engineering, Department of Health of Ontario. 
11.00.—Some Legal Aspects of Public Health Administration—Dr. K. G. Gray, Solicitor, 
Department of Health of Ontario. 
11.30.—Preventive Paediatrics from the Viewpoint of the School Medical Officer—Dr. L. P. 
MacHaffie, School Medical Officer, Ottawa Public Schools. 
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Canadian Public Health Association 


Public Health Nursing Section 
9.30.—Ladies Cafe. Business session. 
Chairman—Miss Edna L. Moore, Reg. N., Chief Public Health Nurse, Division of 
Maternal and Child Hygiene, Department of Health of Ontario, Toronto. 
9.30.—Report of the Study Committee on Requirements for Employment of Public Health 
Nurses—Miss Laura A. Gamble, Reg.N., Toronto, Chairman. 
10.00.—Discussion of Report. 


10.30.—The Public Health Nurse in Industry—Miss Hazel Latimer, Reg. N., The E. B. 
Eddy Co., Hull, Quebec. 


11.00.—The Technique of a Survey of Rheumatic Diseases—Dr. F. S. Burke, Department of 
Pensions and National Health, Ottawa. 
Election of officers. 


Mental Hygiene Section 
9.30.— Salon C. 


Chairman—Dr. Baruch Silverman, Assistant Director, Mental Hygiene Institute, 
Montreal. 


9.30.—Some Experience with the Sterilization of the Mentally Unfit in Alberta—Provincial 
Department of Public Health of Alberta (speaker to be announced). 
10.00.—The Insulin Shock Treatment of Schizophrenia—Dr. Baruch Silverman, 
Discussion opened by Dr. Norman Eastman. 
10.30.—The Heredity of Feeblemindedness: A Public Health Problem—Dr. W. L. Hutton, 
Medical Officer of Health, Brantford, Ontario. 


Discussion opened by Dr. D. V. Currey, Medical Officer of Health, St. Catharines, 
Ontario. 


Election of officers. 


Laboratory Section 
9.30.—Salon D. 


Chairman—Dr. A. J. Slack, Director, Institute of Public Health, London, Ontario. 
9.30.— Metabolism of Haemolytic Streptococci—Professor Frederick Smith, Department of 
Bacteriology and Immunity, McGill University, Montreal. 
9.50.—B. Coli in Pasteurized Milk—Dr. Ambrose Moffat and Mr. J. McKay, Division of 
Laboratories, Department of Public Health, City of Toronto. 

10.10.—A Concentration Method for the Detection of Tubercle Bacilli—Dr. N. W. McLellan, 
Department of Bacteriology and Immunity of the Children’s Memorial Hospital 
and McGill University, Montreal. 

10.30.—Kay and Graham's Phosphatase Test Applied to Ontario Milks—Dr. M. D. Smith, 
Connaught Laboratories and School of Hygiene, University of Toronto. 

10.50.—Dish and Utensil Washing in Public Eating and Drinking Establishments—Dr. A. L. 
MacNabb, Director, Division of Laboratories, Department of Health of Ontario. 

11.10.—Seasonal Variation in Immunity Response—Dr. G. D. W. Cameron, Connaught 
Laboratories, University of Toronto. 


11.30—Title to be announced—Dr. R. J. Gibbons, Connaught Laboratories (Western 
Division), Vancouver, B.C. 








































CANADIAN PUBLIC HEALTH JOURNAL 


Section of Vital Statistics and Epidemiology 


9.30.—Salon B. 
Chairman—Dr. D. V. Currey, Medical Officer of Health, St. Catharines, Ont. 

9.30.— Epidemiological Investigations in Quebec—Dr. A. R. Foley, Epidemiologist, Ministry 
of Health of Quebec, Quebec. 

9.50.—The Circumstances of Violent Deaths in 1936, as brought out by the New Death 
Certificate—Miss Y. Baudry, R.N., Vital Statistics Branch, Dominion Bureau 
of Statistics, Ottawa. 

Discussion—Dr. N. L. Burnette, Ottawa. 

10.10.—Appendicitis as a Public Health Problem—Dr. Mary A. Ross, Department of Epi- 
demiology and Biometrics, School of Hygiene, University of Toronto. 

10.30.—Title to be announced—Dr. L. A. Pequegnat, Deputy Medical Officer of Health, 
City of Toronto. 

10.50.—Observations on the Control of Tuberculosis in New Brunswick—Dr. A. M. Clarke, ' 
D.P.H., District Medical Health Officer, Woodstock, N.B. ' 

11.10.—Gleanings from Montreai Health Reports—Dr. Eugene Gagnon, Superintendent, 
Division of Vital Statistics, Department of Health, Montreal. h 

11.30.—The Effect of Allocation by Residence upon the Vital Statistics of Hamilton—Mr. 
E. J. Picton, Statistician, Department of Health, Hamilton, Ontario. 

11.50.—Report of the Committee on Non-resident Births and Deaths—Mr. T. E. Ashton, 
Statistician, Department of Public Health, Toronto. 
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Social Hygiene Section 


9.30.—Tudor Room. 
Chairman—Dr. Gordon Bates, General Director, The Health League of Canada, 
Toronto 

9.30.—Recent Findings in regard to the Incidence of Venereal Diseases—Dr. Gordon Bates, 
General Director, The Health League of Canada, Toronto. 

10.00.—Control of Venereal Disease in Rural Areas—Dr. A. L. McKay, Director, Division 
of Preventable Disease, Department of Health of Ontario, Toronto. 

10.30.—The Metropolitan Health Board for the Greater Vancouver Area—Dr. H. E. Young, j 
LL.D., Provincial Health Officer, Victoria, B.C. 

Election of officers. 


<—-- _RE acoeTner 


LUNCHEON SESSION 


Canadian Public Health Association | 
Ontario Health Officers Association 


12.00 noon.— Visit and complimentary luncheon, Water Filtration Plant, Lemieux Island, 
through the kindness of the Corporation of the City of Ottawa. Buses 
leave the Chateau at 12 sharp. 


FRIDAY AFTERNOON 






Free for sightseeing. 
4.00.— Reception and garden party for members of both associations, given by Mr. Norman 
and Senator Cairine Wilson and Colonel and Mrs. C. M. Edwards—Country Club. 
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FRIDAY EVENING 


Canadian Public Health Association 
Ontario Health Officers Association 


7.30.—Dinner and Dance. Jasper Room. Tickets ($1.50) may be obtained at the registration 
desk. 


Chairman—Dr. M. R. Bow, Deputy Minister of Health of Alberta, Edmonton; 
President, Canadian Public Health Association. 
Speakers—Dr. R. E. Wodehouse, Deputy Minister of Pensions and National Health. 
Dr. Arthur T. McCormack, Commissioner of Health, State of|Kentucky, 
and President-Elect, American Public Health Association. 


SATURDAY MORNING, JUNE 19th 


General Session 


Canadian Public Health Association 
Ontario Health Officers Association 


9.00.— Ball Room. 
Chairman—Dr. C. E. Hill, Medical Officer of Health, Willowdale; President, Ontario 
Health Officers Association. 
9.00.—Reports of the Committees on Nominations and Resolutions. 
9.30.—Treatment and Control of Poliomyelitis—Dr. F. W. Jackson, Deputy Minister, 
and Dr. F. T. Cadham, Director of Laboratories, Department of Health 
and Public Welfare of Manitoba, Winnipeg. 
10.00.—Public Health and the Traffic Accident Problem—Dr. N. L. Burnette, Metropolitan 
Life Insurance Company, Ottawa. 
10.30.—SyMPosiuM ON COMMUNICABLE DISEASES: 
10.30.—Undulant Fever—Dr. Chas. A. Mitchell, Animal Diseases Research Institute, Hull, 
Quebec. 
10.40.— Discussion. 


10.45.—Swimmers’ Itch—Dr. A. L. McKay, Director, Division of Preventable Diseases, 
Department of Health of Ontario. 

10.55.— Discussion. 

11.00.—Smallpox Vaccination—Dr. Fred Adams, Medical Officer of Health, Windsor, Ontario. 

11.10.—Discussion. 


11.15.—Trichiniasis—Dr. T. W. M. Cameron, Director, Institute of Parasitology, Macdonald 
College, McGill University. 

11.25.—Discussion. 

11.30.—Bacillary Dysentery—Dr. R. P. Hardman, Associate Epidemiologist, Department of 


Health of Ontario. 
11.40.— Discussion. 


Canadian Public Health Association 


Section of Vital Statistics and Epidemiology 
9.00.— Salon B. 


Chairman—Dr. Mary A. Ross, Department of Epidemiology and Biometrics, School 
of Hygiene, University of Toronto; Vice-Chairman of Section. 
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9.00.—Tuberculosis in Lincoln and Welland Counties—Dr. C. G. Shaver, Superintendent, 
Niagara Peninsula Sanatorium Associatioh, St. Catharines, Ontario.. 

9.30.—The Aging of the Canadian Population in its relation to Mortality—Mr. M. C. 
MacLean, M.A., Chief, Division of Social Analysis, Dominion Bureau of Statistics, 
Ottawa. 

10.00.—Report of the Committee on the Annual Report of the Medical Officer of Health and 
on Health Department Budgets—Dr. D. V. Currey, Medical Officer of Health, 
St. Catharines, Ontario. 

10.25.—Visit to the Dominion Bureau of Statistics. 





Laboratory Section 


9.30.—Tour of Laboratories, including the Laboratory of Hygiene of the Department of 
Pensions and National Health; the National Research Council Laboratories; the < 
Animal Diseases Research Institute, Hull, Quebec; and the Central Experi- 
mental Farm. 


Transportation 


The Committee on Arrangements has recommended the use of the Summer 
Tourist plan. This eliminates the difficulties and limitations pertaining to 
the purchase of tickets on the Standard Certificate plan and allows stop-over 
privileges until October. No special arrangements, therefore, are being made 
in regard to transportation. 


Hotel Accommodation in Ottawa and Hull 
































Rooms Single | Double 
Number with Single | Double | room with | room with 
Hotel of Rooms \running, room with | room with | running | running ' 
rooms | with bath| water bath bath water water 
Chateau Laurier.| 525 400 125 |$4.00-$5.00'$6.00-$7.00, $3.00 | $4.50 ‘ 
Alexandra...... 105 64 41 $2.50 $4.50 $2.00 | $3.50 
Windsor, 
Metcalfe St..... 85 25 60 $2.50 $4.00 | $2.00 | $3.00 
Y.M.C.A., | 
127 Metcalfe....| 110* 15-20 |$1.25-$1.50) $2.00 ‘ 
BytownInn....| 38 | 0 38 | |$1.50-$2.00 $3.00-$4.00 ‘ 
| (1 bath | | 5 
every 2 | i 
rooms) | * 
Standish Hall, | | | | | : 
Terry Tee Te ‘ 5 | $ | $2. 
Chez Henri, Hull] 32 19 13 | $3.00 | $4.00 | $2.00 | $3.00 











*15-20 rooms available. 









Entertainments and Visits 


The Local Committee on Arrangements has made most complete plans 
for the entertainment of the members. Among the arrangements which 
have been made are the following: 
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A visit and complimentary luncheon has been arranged by the Corporation 
of the City of Ottawa at the Ottawa Filtration Plant on Lemieux Island. 
This visit will provide an opportunity to inspect one of the most modern 
filtration plants on the continent. 

Arrangements for special visits to the Houses of Parliament, the Public 
Archives, and the National Art Gallery have been made so that groups may 
utilize Friday afternoon entirely for visits to centres of interest in Ottawa. 
At four o’clock Mr. Norman and Senator Cairine Wilson and Colonel and 
Mrs. C. M. Edwards will hold a reception and garden party for the members 
of both associations at the Country Club. 

Of special interest to the members of the Laboratory Section and others 
interested in public health laboratory work is the provision of a tour, on 
Saturday morning, of the Laboratory of Hygiene, the National Research 
Council Laboratories, the Central Experimental Farm, and the Animal 
Diseases Research Institute at Hull. 

Health officers and statisticians will be keenly interested in the visit on 
Saturday morning to the Dominion Bureau of Statistics where demonstrations 
will be provided. 

Through the co-operation of the Department of Health of Ottawa, visits 
to various clinics will be made. 

The annual dinner of both associations on Friday, June 18th, will be an 
outstanding event of the convention. The program is such that visiting 
ladies will find the formal session of great interest. 

Playing privileges for members attending the convention will be arranged 
with several of the golf clubs. 


Scientific and Commercial Exhibits 


The value of scientific and commercial exhibits at annual meetings of 
scientific associations is evidenced by the increasing attention given to their 
arrangement. At this year’s annual meeting a number of the national 
voluntary health agencies, research institutions, and provincial departments 
of health are co-operating with the committee in exhibits presenting aspects 
of their work. The Department of Health and Public Welfare of Manitoba 
is providing an interesting exhibit relating to the 1936 epidemic of poliomyelitis 
in that province, supplementing two papers on the epidemic which are being 
given at one of the general sessions and in a meeting of the Vital Statistics 
Section. Other exhibits deal with such varied subjects as smoke pollution, 
safe milk, child hygiene, venereal disease control, Protamine Zinc Insulin, 
pneumonia control, tuberculosis, and the activities of the Federal Department 
of Pensions and National Health. The scientific exhibits are conveniently 
arranged in Peacock Alley adjacent to the Ball Room, in which the general 
sessions are being held. 

Manufacturers and distributors of essential equipment and products in 
the fields of public health and preventive medicine are providing an attractive 
arrangement of exhibits in the corridor adjoining the Ball Room. 
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RuraL HeEAttH CONSERVATION 
CoNTEsTs IN CANADA 

NNOUNCEMENT of the hold- 

ing of a rural health conservation 
contest in Canada during 1937 was 
made recently by the committee of the 
Canadian Public Health Association 
under the chairmanship of Dr. Grant 
Fleming. Details of the contest are 
being sent to the directors of all full- 
time county health units and districts. 
Discussion of the plans will be afford- 
ed at the coming meeting of the Asso- 
ciation in Ottawa in June. The con- 
test in Canada is being arranged 
through the co-operation of the Ameri- 
can Public Health Association and the 
W. K. Kellogg Foundation. 

Similar contests have been conduct- 
ed during the past three years in the 
United States and in 1936 207 counties 
or districts were enrolled in the con- 
test. The United States is divided 
into six geographic divisions and 
awards are made in each division. The 
announcement of the awards for 1936 
was made on April 15th and the pre- 
sentations will be made at the annual 
meeting of the American Public 
Health Association in New York in 
October. The winners of the six 
divisions in the United States are as 
follows: northeastern division, Colum- 
bia County, New York; eastern divi- 
sion, Davidson County, Tennessee; 
southeastern division, Pike County, 
Mississippi; north central division, 
Shawnee County, Kansas; south cen- 
tral division, Dallas County, Texas; 
and western division, Los Angeles 
County, California. The special award 
for any county having twice previously 
won the contest and having during the 
past year maintained its previous high 
standards of health achievement went 
to El Paso County, Texas. 

The services on which rural com- 
munities are graded are many and 
varied. Chief among them are: safe 
water supplies; satisfactory and sani- 
tary disposal systems for human 


wastes; milk supplies ample and well- 
protected; residents, particularly chil- 
dren, protected by the various recog- 
nized preventive measures now avail- 
able ; the school health program adopt- 
ed; the nursing service provided for 
the prenatal, infant and _ preschool 
groups; the control of all forms of 
communicable or preventable disease ; 
participation by physicians and den- 
tists in the general health program ; and 
the general educational program car- 
ried on to instruct, warn and safe- 
guard the public generally. 


Cuitp AND MATERNAL CARE IN 
OTTAWA 


IN ACCORDANCE with plans submitted 
by Dr. T. A. Lomer which have now 
been approved for an enlarged pro- 
gram of child and maternal care in 
Ottawa, additional public health nurses 
have been added to the staff, permit- 
ting of the division of the city into 
twelve districts each with a visiting 
nurse. Each nurse will be responsible 
for prenatal, infant and child welfare 
work in her area and for school in- 
spection in the Separate schools. In 
the arrangement of the districts con- 
sideration was given not only to area 
but to density of population, economic 
conditions of the people, number and 
size of schools, and as far as possible 
to the prevailing language. A super- 
visor has been appointed in charge of 
the twelve nurses. The public schools 
are not included in the district plan 
as the school board provides medical 
inspection service. Three baby-health 
stations are in operation daily. A 
paediatric clinic and an immunization 
clinic are held weekly at each station, 
providing vaccination against small- 
pox, diphtheria, scarlet fever and 
whooping cough. 


SMALLPOX VACCINATION IN 
PETERBOROUGH 
A SUCCESSFUL campaign for anti- 
smallpox vaccination was undertaken 
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in Peterborough in March. As small- 
pox cases have not been reported since 
1928 a large number of children had 
not been vaccinated. To meet the 
situation a clinic was held in each 
school in March to vaccinate the school 
and preschool children. A total of 
1,577 children availed themselves of 
the opportunity. Of these 98 per cent. 
had successful takes. The clinics were 
held just before the Easter vacation. 


THE MENACE OF SMALLPOX 


THE VALUE of the maritime quaran- 
tine services has again been illustrated 
at Vancouver where a British sailor 
suffering from smallpox was removed 
from an incoming vessel and died at 
the quarantine station hospital. The 
patient had never been vaccinated and 
suffered from haemorrhagic smallpox. 


PLEBISCITE ON HEALTH INSURANCE IN 
3RITISH COLUMBIA 


FoLLowING the decision of physi- 
cians in British Columbia against 
participation in the provincial Health 
Insurance Act, the Government sus- 
pended application of the scheme. 
Announcement is now made that in 
connection with the provincial elec- 
tions on June first the opinion of the 
electors will be sought in their answer 
to the question: “Are you in favour 
of a comprehensive health insurance 
plan progressively applied?” Premier 
Pattullo, in a statement to the electors, 
urged that they express their views 
entirely apart from a consideration of 
the treatment of the indigent and solely 
as concerning those contributing to the 
scheme. 


SER1Ious FLoops IN WESTERN 
ONTARIO 


FOLLOWING heavy rains, serious 
floods occurred in Western Ontario on 
April 28th. The major damage was 
occasioned in London and Thamesville 
due to flooding by the Thames River. 
The occurrence of serious floods has 
fortunately been rare in Canada. In 
London more than 6,000 persons were 
rendered homeless and in the West 
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London area, which suffered most 
severely, hundreds of homes were made 
completely uninhabitable. Although 
the water supply, which is obtained 
from deep wells, was threatened, it 
was possible to maintain the service. 
Under the direction of Dr. C. A. 
Harris, medical officer of health of 
London, emergency measures were 
promptly taken to safeguard public 
health. In Thamesville Dr. J. R. 
Walker, medical officer of health, also 
took active steps, issuing warnings as 
to the danger of the use of unsafe 
water from contaminated wells. Pro- 
vision for the administration of 
typhoid vaccine was quickly made and 
inoculations were commenced on the 
day following the flood. Through the 
co-operation of the Academy of Medi- 
cine eight physicians undertook the 
vaccination of those applying. More 
than 500 were inoculated on the first 
day. Only those who were directly 
affected by the flood were urged to be 
vaccinated. None of the refugees were 
allowed to return home until re- 
habilitation had been completed, cellars 
drained, and the necessary repairs and 
cleaning undertaken. The Provincial 
Department of Health took active 
steps to assist the medical officers of 
health of the areas affected by supply- 
ing the services of Dr. A. L. McKay, 
Epidemiologist, Dr. R. P. Hardman, 
Associate Epidemiologist, and Mr. 
E. W. Johnston of the Sanitary Engin- 
eering Division. Through the Cana- 
dian Red Cross Society relief measures 
were provided, including shelter and 
food. To assist in the rehabilitation 
the Red Cross is endeavouring to raise 
a fund of $250,000. It is estimated 
that more than $3,000,000 damage was 
occasioned by the flood in the London 
area alone. 


DIPHTHERIA IMMUNIZATION IN NEw 
BRUNSWICK 

THe Hon. William F. Roberts, 

Minister of Health and Labour, has 

announced the renewal of the cam- 

paign to immunize children against 

diphtheria. School clinics will again 
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be conducted in Saint John as the last 
general diphtheria inoculation was con- 
ducted three years ago. Between 
seventy and one hundred thousand 
children have been immunized in the 
province. Thirty years ago the death 
rate from diphtheria was 60 per 
100,000, whereas to-day the rate in 
New Brunswick is 2 per 100,000. 


SALARY OF MEDICAL OFFICERS OF 
HEALTH 


Provision is made in the Public 
Health Act of Ontario that a health 
officer who is dissatisfied with the 
salary paid to him may appeal to the 
county judge for a hearing. Several 
health officers have taken this action 
and in each instance the court awarded 
them a considerably larger salary than 
had been granted by the municipality. 
Considerable publicity was given to 
the action of Dr. Allan R. Dafoe of 
Callander, Ontario, whose action was 
taken primarily to draw attention to 
the unsatisfactory salaries paid to 
medical officers of health in rural 
areas. Dr. G. W. Williams of Aurora 
also appealed the action of the board 
of health of Whitchurch township in 
reducing the salary from $100 a year 
to $50. The court awarded Dr. Wil- 
liams a salary of $250 a year plus $35 
for expenses when attending the On- 
tario Health Officers Association con- 
vention. 


TUBERCULOSIS IN MANITOBA 

TO FURTHER the proper reporting of 
tuberculosis in Manitoba and to make 
more readily available essential infor- 
mation, a central registry is being 
established by the Department of 
Health of Manitoba in the central 
tuberculosis clinic. The card pre- 
pared by the Dominion Bureau of 
Statistics with the co-operation of the 
Canadian Tuberculosis Association 
will be used in reporting cases. All 
institutions, together with the various 
diagnostic clinics, will forward such 
cards for all cases. The cards as re- 
ceived will be checked against existing 
cards and, if new, entered. In 1936, 
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of 478 new cases of tuberculosis re- 
ported outside of Winnipeg in Mani- 
toba there were 119 which were re- 
ported for the first time on the death 
certificate and in addition 35 of the 
359 reported as cases died within 
eight months of the time they were 
reported. This means that 32 per cent. 
of these new cases were not reported 
until at or shortly before the time of 
death. Tuberculosis continues to be 
the chief cause of death for the vari- 
ous ages between 2 and 40 years. 


‘TUBERCULOSIS CONTROL AMONG 
INDIANS 


FOLLOWING the discussion in Parlia- 
ment of the problem of tuberculosis 
among Indians, a committee is being 
appointed consisting of leading clini- 
cians in tuberculosis and several lay- 
men to co-operate with Dr. H. W. 
McGill, Director of the Indian Affairs 
Branch, and Dr. E. L. Stone, Super- 
intendent of Indian Medical Services. 
The committee will meet in Ottawa 
during the week of June 21st. 

The death rate among Indians is 
approximately ten times as great as 
among the white population of Canada 
and a Dominion-wide effort will be 
made to control the disease. In con- 
trast to the peak of the death rates 
among whites of the ages of 25-27 
years, the highest death rate occurs at 
12 years of age among the Indian 
population. 


PERSONALS 


Dr. G. F. Amyort of the Provincial 
Board of Health of British Columbia 
was elected Vice-President of the 
Western Branch, American Public 
Health Association, at its annual meet- 
ing held in April in Phoenix, Arizona. 
Dr. Amyot is the second member of 
the provincial department to be 
honoured, Dr. H. E. Young, Provincial 
Health Officer, having been elected 
President of the Western Branch last 
year. 


Dr. 
merly 


H. A. Anstey, D.P.H., for- 
Director of Laboratories, De- 
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partment of Health of Newfoundland, 
has been appointed Pathologist in the 
Department of Health of Ontario, 
Toronto. 


Dr. A. E. Attin, D.P.H., has been 
appointed Assistant Bacteriologist in 
the Division of Laboratories, Depart- 
ment of Health of Ontario, Toronto. 
Dr. Allin was formerly a member of 
the Department of Bacteriology and 
Immunity, McGill University. 


Joun T. Phair, M.B., D.P.H., Chief 


Medical Officer of Health, Ontario, 
and Robert H. Roberts, M.A., Inspec- 
tor of Public Schools, were recently 
appointed to the Technical Advisory 
Committee of the Joint Committee on 
Health Problems in Education of the 
American Medical Association and the 
National Education Association of the 
United States. Both have served as 
members of the Joint Committee of 
the Departments of Health and Edu- 
cation which has been working in 
Ontario for some years on health 
teaching in the elementary school. 





The Seigniory Club 


N connection with the program of 

entertainment and visits arranged 
by the Local Committee, the Seigniory 
Club in the Province of Quebec has 
extended a cordial invitation to mem- 
bers of the Canadian Public Health 
Association and the Ontario Health 
Officers Association to visit the Club 
during and following the meeting in 
Ottawa. Its historical background is 
one of peculiar interest to those un- 
familiar with the French-Canadian 


picture and on all sides are spots of 
great scenic charm. In the picture the 
huge star-shaped Log Chateau, resi- 
dential building of the Club, is seen 
on the left, while at the right is the 
Manor House, formerly the home of 
Louis Joseph Papineau, and now the 
rendezvous of Seigniory Club mem- 
bers. Those desiring to visit the Club 
may obtain the necessary cards of 
introduction on application at the 
registration desk. 








BOOKS AND REPORTS 


The Principles of Bacteriology and 
Immunity. WW. W.C. Topley, M.A., 
M.D., M.Sc., F.R.C.P., F.R.S., and 
G. S. Wilson, M.D., F.R.C.P., 
D.P.H. Second edition. Macmillan 
Company of Canada Limited, 70 
Bond Street, Toronto, 1936. 1645 
pages. $15.00. 


THE second edition of this well- 
known work will be welcomed by all 
familiar with the first. The book has 
been extensively revised. In bringing 
it up-to-date much has been rewritten 
and additional chapters have been in- 
troduced. The plan of the book fol- 
lows that of the first edition, but it 
now appears in a single volume of over 
1,600 pages. 

The work is divided into four parts, 
the first of which deals with general 
bacteriology. This part includes sec- 
tions on the biological characteristics 
of bacteria, the antigen-antibody reac- 
tions, the antigenic structure of bac- 
teria, bacterial variation, and the clas- 
sification of bacteria. 


Part II is devoted to systematic 
bacteriology and in addition includes 
chapters on filterable viruses, spiro- 
chaetes and rickettsiae. The phenom- 
ena of infection and resistance are con- 
sidered in detail in part III. One 
chapter is devoted to the measurement 
of immunity reactions in the living 
animal and statistical methods of as- 
sessing the significance of results are 
given and properly stressed. The 
mechanisms of bacterial infections, 
antitoxic immunity, and specific anti- 
bacterial immunity are discussed in 
separate chapters. In addition to other 
chapters, the following are to oe noted: 
the antibody-forming apparatus and 
its reactions; non-specific mechanisms 
in general immunity; local immunity ; 
herd infection and herd immunity; 
immunity to virus diseases; and ana- 
phylaxis hypersensitiveness and al- 
lergy. 

Part IV, which deals with the appli- 


cation of bacteria to medicine and hy- 
giene, occupies over 600 pages. In- 
dividual chapters deal with specific 
infections, including virus diseases. 


In view of the detail of the work, 
the suitability of the term “principles” 
in the title may be questioned, par- 
ticularly in regard to sections which 
are summaries rather than critical di- 
gests of recent work. The original 
intention of the work was to provide 
a textbook for “students of medicine 
and biology who wished to make a 
serious study of bacteriology and its 
application to the problems of resist- 
ance to infection.” As a textbook this 
detailed work is obviously only for the 
advanced student. However, as a text- 
book for the latter, as well as a 
work of reference for bacteriologists, 
this volume is indispensable. 


A work of this scope can hardly be 
free of minor error in respect of fields 
of rapid expansion, particularly errors 
which only the expert in a particular 
field can detect and correct. While the 
specialist might disagree with the way 
in which the subject is treated, it is 
doubtful if he could always give such 
a lucid and readable account. To deal 
with a given subject within a restricted 
space, selection and omission are neces- 
sary, and there is always the danger 
that the picture thus presented may 
be the subject of dispute concerning 
the truth of its perspective. These, 
however, are possible criticisms which 
the writers have forestalled in their 
preface. It would be uncharitable, 
considering the extent of the authors’ 
task, to stress such criticisms and, 
viewed broadly, the work deserves 
only praise and recommendation. 


J. Craigie 


La Question de I’Habitation Urbaine 
en France. Etienne Dennery, 
Professeur @ lEcole libre des 
Sciences politiques (Paris). C.H. 
1165-1935. $1.25. 
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The Housing Policy in the Nether- 
lands. H. Van Der Kaa, General 
Inspector of Health, The Hague. 
C.H. 1165 (a), 1935. $0.60. 


Les Habitations Populaire et Eco- 
nomiques en Italie. le Service 
Technique Central du _ Conseil 
Supérieur du Ministére des Travaux 
Public D’Italie. C.H. 1165 (b), 
1936, 154 pages. $0.75. 


La Question de I’Habitation Urbaine 
en Pologne. Ouvrage rédigé sous 
la direction de Jan Strzelecki, Direc- 
teur de la Société des Habitations 
ouvriéres. C.H. 1165 (c), 1936. 
(No English translation will be pub- 
lished.) 228 pages. $1.25. 

These publications are obtainable 
from the League of Nations Society 
in Canada, 124 Wellington St., 
Ottawa; 43 St. George St., Toronto; 
Sun Life Bldg., Montreal. 


It has been suggested elsewhere that 
before undertaking the solution of 
the problems of housing in this country 
a thorough knowledge of the experi- 
ence of others will avoid much costly 
experimentation. The Health Section 
of the League of Nations has made 
available in these four publications in- 
formation needed in such a survey. It 
is not expedient to review each in 
detail since the approach to the com- 
mon problems differs in some respects 
as it is influenced by the prevailing 
national philosophy of government. 
The effect of poor housing conditions 
upon the health of the inhabitants is 
briefly considered by the French and 


Polish authorities, who in common 
with those of Italy and the Nether- 
lands deal with the main subject sup- 
ported by statistical data in consider- 
able detail in so far as legislative 
authorization, structural and housing 
standards, costs of construction and 
agencies utilized, are concerned. 


From each publication it is apparent 
that the section of the several popula- 
tions that is in need of rehousing is 
unable to bear the costs of such and 
that the state must undertake by dele- 
gation of authority and by controlled 
subsidies to play a parental role, 
whereby these people are provided with 
new homes, ultimately to be paid for 
by low rentals over a long term of 
years, that may meet their varied 
national needs. Furthermore it would 
appear that the state must assume a 
responsibility for raising the morale 
of rehoused slum dwellers in order 
to give these people a new start. Sub- 
sidized building schemes with a pri- 
mary purpose of providing work in 
the building trades, may be commend- 
able, as an employment scheme, but 
unless dissociated from private profit 
cannot be satisfactorily combined with 
the rehabilitation of peoples who must 
be a charge on the taxpayer. Since 
private enterprise cannot with justice 
be compelled to forego fair profit, it 
follows that it should be a function of 
the state to initiate, foster and direct 
housing schemes that have for their 
purpose the betterment of the living 
conditions of those who are unable 
to help themselves because of poverty 
or its handmaiden ignorance. 

P. A. T. Sneath 


CURRENT HEALTH LITERATURE 


These abstracts are intended to direct atten- 
tion to articles that have appeared in other 
journals during the past month. Any of the 
journals referred to may be borrowed for 
three days or longer if desired. Address re- 
quests to the secretary of the Editorial Board. 


The Nutritive Value of Raw and 
Pasteurized Milk for Calves 


OveR a period of two years the 
authors carried out a carefully con- 
trolled comparison of the nutritive 
value of raw and pasteurized milk, re- 
spectively, in healthy calves. The re- 
sults showed no significant difference 
between the two groups of animals. 
In their discussion on the results, the 
authors state: 

“In some respects the results are 
surprising. Each one of us at the 
commencement of the experiment was 
not only prepared to find a difference, 
but actually expected to find a differ- 
ence, in favour of the animals in the 
raw group. Moreover, the farm hands 
who looked after the animals were 


strongly prejudiced against the use of 
pasteurized milk for the feeding of 


the calves. This prejudice, which 
affected all of us, in favour of raw 
milk for calf feeding, was based of 
course on pure a priori reasoning with- 
out any experimental justification. The 
outcome of the present experiment 
seems to leave little doubt that, judged 
by all the criteria we have used, milk 
produced in a clean manner, from 
healthy animals and submitted to low- 
temperature pasteurization followed 
by adequate cooling is equal in nutritive 
value to milk from the same source 
consumed in the raw condition.” 

G. S. Wilson, F. C. Minett and H. F. Carling, 
J. Hyg., 1937, 37: 243. 
Control of Septic Sore Throat 

Since 1925 more than 2,000,000 
cases of scarlet fever and more than 
53,000 cases of septic sore throat have 
been reported in the United States. 
Of the reported cases of the latter 
infection, 12,430 in 129 epidemics have 
been traced directly to contaminated 
milk. In New York State, which has 
reported more epidemics than any 


other, the epidemics have almost all 
been traceable to unpasteurized milk. 

While scarlet fever is primarily a 
contact disease, experience has shown 
that septic sore throat spreads from a 
common source of infection. How- 
ever, the diagnosis of septic sore throat 
may present difficulties, particularly if 
scarlet fever is also present in the 
community, and available figures may 
not be entirely accurate. 

Previously it was thought that the 
streptococcus of ordinary bovine mas- 
titis might be responsible for septic 
sore throat. However, it now appears 
that the beta haemolytic streptococcus 
(human pyogenic type) is the infect- 
ing organism. Consequently, labora- 
tory differentiation of these organisms 
is necessary if control efforts are to be 
properly directed. Raw milk is the 
usual vehicle of infection and control 
measures should include pasteurization 
where possible in addition to detection 
and removal of the offending animal 
and location of the human carrier. 

The authors stress the need for 
greater uniformity of diagnostic cri- 
teria in scarlet fever and septic sore 
throat and also in control procedures 
in these infections. 


G. H. Hucker, Am. J. Pub. Health, 1937, 27: 
313. 


The Occurrence of Silicosis in the 
Manufacture of Silicon Alloys 


Tus paper probably constitutes the 
first published account concerning the 
danger of silicosis in workmen engaged 
in the manufacture of silicon alloys. 
Chemical analysis of dust taken close | 
to the silicon furnaces showed 89 per 
cent. silica, mostly in the form of a 
finely divided powder. The source of 
the dust is the smoke from the electric 
furnaces. 

Early silicosis was found after a 
4-year exposure in one plant and after 
a 14-year exposure in another. The 
difference appeared to be a question of 
the technical protection afforded the 
workers. 


Torsten 
1937, 19: 


Bruce, J. Indust. Hyg. & Toxicol. 


155. 
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